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THE TREATMENT OF PLEURAL EFFUSION IN BANTU MINE LABOURERS 
A FURTHER THERAPEUTIC TRIAL 


Health Department, Central Mining-Rand Mines Group, Johannesburg* 


Pleurisy with effusion as an isolated finding is usually 
the result of tuberculosis, neoplasm, thrombo-embolic 
disease, Or pneumonia, although other pathological pro- 
cesses may also be responsible. However, it is well known 
that the aetiological diagnosis may frequently remain in 
doubt even after full and prolonged study, including 
bacteriological and cytological examination of the fluid, 
pleural biopsy, and thoracoscopy. This difficulty applies 
equally to the pleural effusions which occur so commonly 
in the Bantu mine labourers employed in the gold-mining 
industry of South Africa, and although tuberculosis (in 
other populations) is generally regarded as the most likely 
cause of this condition, especially in young persons, this 
view is by no means accepted as far as these labourers are 
concerned. 

We recently reported the results of a controlled thera- 
peutic trial in which 4 different methods of treating these 
so-called ‘idiopathic’ pleural effusions in Bantu mine 
labourers were evaluated.’ These treatments were: (1) 
Standard antituberculous therapy, (2) standard antituber- 
culous therapy combined with prednisolone, (3) penicillin, 
and (4) ascorbic acid. The results indicated that anti- 
tuberculous therapy combined with prednisolone was 
markedly superior to the other three methods of treat- 
ment. Although we had little doubt that the vast majority 
of these effusions were in fact tuberculous in nature, we 
were not surprised that the antituberculous drugs alone 
proved no better than treatment with penicillin or vitamin 
C, for it had previously been demonstrated** that, whereas 
antituberculous therapy was extremely effective in pre- 
venting subsequent frank tuberculosis, it had little influence 
on the actual rate of fluid absorption. 

The view has been put forward** that pleural effusion 
is largely an allergic manifestation of the tuberculous 
process. We had thought therefore that the addition of 
adrenal steroid to the antituberculous therapy would have 
proved advantageous. The inclusion in our trial of a group 
of patients receiving adrenal steroids only was deemed 
inadvisable because of the hazard of causing dissemination 
of the supposed tuberculous process. As already mentioned, 


* The trial was conducted by A. M. Coetzee, B.Sc. (Min. 
Eng.) M.B., Ch.B. (Pret.), D.P.H., (Chief Medical Officer. 
Central Mining—Rand Mines Group); J. Berjak, M.B., B.Ch. 
(Rand), D.P.H., (Senior Medical Officer, Crown Mines, Ltd.): 
S. J. Levy, B.Sc. (Hons.), M.B., B.Ch. (Rand) and S. Mindel, 
M.B., B.Ch., (Rand), (Assistant Medical Officers, Crown Mines, 
Ltd.); S$. J. Fleishman. M.B., B.Ch. (Rand), M.R.C.P.E. (Con- 
sultant); and A. I. Lichter, M.B., B.Ch. (Rand), F.R.C.S. 
(Eng.), (Consultant). 

The statistical analysis was performed by Mr. P. Winer. 
BSc. (Hons.) (Rand). of the Chamber of Mines Statistical 
Department. 
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the trial included groups of patients receiving penicillin 
and ascorbic acid, but these drugs proved to have no 
appreciable effect on the disease. These groups served as 
controls against which the other two methods of treatment 
could be judged. 


The superiority of antituberculous therapy combined 
with prednisolone was clearly demonstrated, but the trial 
was extended when the opportunity arose to use methyl- 
prednisolone (‘medrol’, Upjohn) instead of prednisolone. 
The present report details the outcome. Groups receiving 
penicillin and ascorbic acid were, for the reasons already 
Stated, omitted on this occasion. 


METHOD 


The method which we followed was that employed in 
the original trial save that the treatment groups were re- 
duced from 4 to 2. All cases of pleural effusion occurring 
in the Bantu mine labourers employed by the Central 
Mining-Rand Mines Group were admitted to a central 
hospital after the diagnosis was confirmed by an X-ray 
examination of the chest and the aspiration of 20 c.c. of 
fluid from the pleural cavity. Paracentesis was limited to 
this amount so as to avoid the possible beneficial effect 
of aspirating larger amounts. The fluid was submitted 
for full bacteriological examination including cultural and 
biological tests. 

On admission to the central hospital, the X-ray examina- 
tion was repeated. Each patient was subjected to a full 
clinical examination; and a blood count, a test for the 
erythrocyte sedimentation rate (Wintrobe), a Mantoux skin 
test (1/1,000 KOT), and a sputum examination for acid- 
fast bacilli were carried out. All cases showing evidence 
of additional pathology such as abdominal masses or 
cervical adenopathy were excluded. 

A panel of doctors reviewed each case and allocated a 
score to the effusion ranging from 1-4, depending on 
whether it was considered to occupy }, 4, } or the whole 
of the hemithorax respectively. Minimal effusions were 
not accepted and occasionally 4+ scores, e.g. 24 were given. 
One of two methods of treatment were allocated by 
means of drawing lots: Treatment T, 1 gram of strepto- 
mycin sulphate intramuscularly daily for 8 weeks and 200 
mg. of isoniazid 3 times daily for 8 weeks; treatment TS, 
same as treatment T but with the addition of 8 mg. of 
methyl-prednisolone (‘medrol’) 3 times daily for 2 days 
tollowed by 4 mg. 3 times daily for the remainder of the 
8 weeks. 

The period of bed rest varied from case to case, but 
when allowed up all patients were confined to the pre- 
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cincts of the ward. All patients received a standard hospital 
diet and in addition 3 tablets of vitamin B.Co. daily. 
The X-ray examination and sedimentation rate were 
repeated after 4 weeks of treatment at which time the 
panel reviewed each patient without knowledge of the 
treatment received. The process was repeated on the com- 


pletion of the trial at the end of 8 weeks. 
TABLE I. CHANGES IN EXTENT OF EFFUSION 


Treatment T Treatment TS 


4 8 4 8 
Patient Initial weeks weeks Patient Initial weeks weeks 
101 3 3 02 


1 1 — 
103 1} 1 1 104 1} 1 1 
105 2 2 2 108 1} 1 3 
107 23 2 2 110 1 
109 3 — — 114 1} 4 — 
111 2 1 — 116 1} — — 
113 1 — a 118 1 1 — 
115 2 1} 120 1} — 
117 24 23 2 122 24 — — 
119 3 1 1 124 1} 1 1 
121 4 4 4 126 1 4 4 
123 4 1} — 128 1} — — 
125 1} 1 = 130 4 34 34 
127 2 1 132 23 
131 4 34 23 134 2 -- — 
133 2 1 1 136 2 = — 
135 2 138 3 — 
137 24 1 1 140 3 — — 
139 3 1} 1 142 23 — — 
141 3 24 2 144 2 -= — 
143 1 1 1 146 a 1 1 
145 2 148 4 2 3 
147 3 14 4 150 2 1% 1 
149 3 2 1} 152 1 4 — 
151 23 1} 1 154 it — — 
153 1 156 1 1 
157 4 3 23 160 4 os — 
159 24 2 r 162 4 4 4 
161 3 14 1} 164 34 1 — 
163 1} 1 1 166 23 4 — 
165 1} 4 168 1} 
167 23 1 4 170 23 1 4 
169 24 1 1 172 3 — — 
171 34 23 2 174 b 4 — 
173 1} _- — 176 2 4 — 
175 1 4 3 178 4 2 4 
179 2 — — 180 3 4 — 
181 1 4 — 182 2 4 — 
183 3 — 

No. of 
cases (39) (40) 

Totals 914 53 394 864 264 15 

Average 

condition 2-346 1-359 1-013 2-163 -663 +375 

Average 

condition 

initial 100% 58% 43% 100% 31% 17% 


RESULTS 


Seventy-nine patients completed the trial, 39 receiving treat- 
ment T and 40 TS. In no case were tubercle bacilli re- 
covered from the sputum on direct examination, or from 
the pleural fluid after cultural and biological examinations. 
The tuberculin skin test was positive in all instances. 
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Table I sets out the details of the extent of each effusion 
initially, after 4 weeks, and after 8 weeks of treatment. 
At the foot of Table I appear the average sizes of the 
effusions in each group initially, after 4 weeks, and after 
8 weeks. The latter values are also given in terms of 
percentages of the initial average size taken as 100%. 

Using standard statistical techniques, the results show 
that treatment TS effected a greater average absorption 
of the fluid than treatment T over the 8 weeks (significant 
at the 99% level). This superioiity is very marked over 
the first 4 weeks (the difference is significant at the 99% 
level) but over the second 4 weeks the improvements do 
not differ significantly between the two groups. 

The results in terms of the numbers of totally resolved 
effusions appear in Table II. Analysis of the data in this 


TABLE II. PROPORTION OF COMPLETE RESOLUTIONS 


First 4 weeks All 8 weeks 
Treatment No. of 
patients Cures Cures Cures Cures 
TS .. 40 16 40% 27 67°5% 
TS minus T 24-6% 31-6% 


manner indicates that over the full 8 weeks treatment TS 
yields significantly more complete cures than treatment T 
(at the 99° level). Over the first 4 weeks treatment TS 
is also superior (significant at the 98-5°% level). 

The average initial weight was 133 Ib. in each treatment 
group. The average final weights were 133 lb. with treat- 
ment T and 135 lb. with treatment TS. The average initial 
and final ESR values were 32 and 19 in group T, and 23 
and 6 in group TS. These figures were not analysed 
statistically. 


DISCUSSION 


The results of the trial confirmed those of the previous 
one,’ and demonstrated that antituberculous therapy in 
combination with adrenal steroids is considerably more 
effective in the treatment of the pleural effusions which 
are so commonly found in Bantu mine labourers, than 
is antituberculous therapy alone. In the dosage used, viz. 
24 mg. daily for 2 days followed by 12 mg. daily for the 
remainder of the 8 weeks, methyl-prednisolone appeared 
to have no advantage over the prednisolone which was 
used in the original trial. The average amount of fluid 
remaining per patient was 17% with methyl-prednisolone 
and 19% with prednisolone, and the corresponding figures 
for total resolutions were 27 out of 40 cases and 12 out 
of 20. Possibly the results might have been better with 
either steroid in higher dosage. 


Another aspect of the original trial which was confirmed 
is that the rate of resolution of fluid is greater in the 
first 4 weeks of treatment than in the second 4 weeks. 
If our view is correct that the adrenal hormones act by 
overcoming the allergic component of a_ tuberculous 
process, it is understandable that the effect of these drugs 
is greater initially. We are unable to say whether the 
advantage which accrued to the group receiving steroids 
would have been maintained in a more prolonged trial, 
nor what a long-term follow up of cases from both treat- 
ment groups would reveal. The answer to these and many 
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other questions which arise from this trial must await 
further study. 

In conclusion, we should like to stress that it is not 
claimed that these results prove that the bulk of cases 
of pleurisy with effusion in Bantu mine labourers are 
in fact tuberculous. Our findings are also not in conflict 
with the seemingly paradoxical experience of Emerson’ 
and Forgacs’ that the clearing of the fluid in tuberculous 
pleurisy is not hastened by antituberculous therapy. 


SUMMARY 


A controlled therapeutic trial was carried out in which 
two methods of treatment of so-called ‘idiopathic’ pleural 
effusions in Bantu mine labourers were compared. These 
treatments were: (1) Streptomycin sulphate and isoniazid 
for 8 weeks, 39 cases. (2) The same treatment as (1), but 
with the addition of methyl-prednisolone (‘medrol’), 40 
cases. 

The results indicated a considerable advantage in favour 
of the group receiving methyl-prednisolone, both with 
regard to the average rate of clearing of the pleural fluid 
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and the total number of cases in which complete resolution 
of the effusion occurred. 


In the dosage used, methyl-prednisolone appears to be 
no more effective than the prednisolone used in the 
previous trial. 


It is recommended that antituberculous drugs with 
adrenal steroids should be used as a routine in the treat- 
ment of ‘idiopathic’ pleural effusions in Bantu mine 
labourers and possibly in other populations as well. 


We wish to thank the Upjohn Company who supplied the 
‘medrol’ for the trial. We are grateful to Dr. I. Webster and 
the staff of the Pneumoconiosis Research Unit of the South 
African Council for Scientific and Industrial Research who 
carried out the investigations on the pleural fluid. 
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THE USE OF CONTRACEPTIVE DIAPHRAGMS: A FOLLOW-UP STUDY OF 
A GROUP OF WOMEN 


JuLiA CHESLER, M.Sc., M.B., B.CH. (RAND) 
Formerly, Department of Social, Preventive and Family Medicine, University of Natal* 


The Institute of Family and Community Health of the 
University of Natal** provides a comprehensive health 
and medical care programme to an urban African and 
Indian community on the outskirts of Durban.* With the 
assistance of the South African National Council for 
Maternal and Family Welfare it has been possible to 
provide a number of women with contraceptive dia- 
phragms. This report analyses the results of a questionnaire 
administered by 2 nurses on the staff of the Institute to 
137 of these women whom it was possible to trace and 
contact. Relevant features of this group are tabulated in 
Table I. Discrepancies in the totals are due to incomplete 
returns. 


FINDINGS 


The suggestion that birth control should be used came 
from the husband and wife (57 cases), a doctor or nurse 
(48 cases), the woman herself (16 cases), or the husband 
alone (12 cases). 


Sixteen women said they understood how to use the 
diaphragm only partly or not at all. The commonest 
difficulty was not understanding how to insert it or for 
how long it should be retained. Thirteen women had 
used the cap only 3 times or less; 33 women had used 
the cap irregularly, and 86 women said they had used 
it consistently. 


* Present address: Social Medicine Project, Hadassah 
Medical School, Hebrew University, Jerusalem, Israel. 


** Since this article was written, this Institute closed down 
on 31 January 1961. 


TABLE I. SOME RELEVANT FEATURES OF THE GROUP STUDIED 


Relevant features No. of women 
Period since issue: 

4 or more years .. wh 38 

6 months - 2 years 46 
Age at fitting: 

Under 30 years... 54 

30 - 39 vears 70 

40 years and over .. Ke 12 
No. of living children: 

More than 4 és a 74 
Educational standard: 

4 or less years of schooling i ne i 75 

More than 4 years we 60 
Family monthly income: 


TABLE II. DETAILS OF USE OF THE DIAPHRAGM BY 112 WOMEN 


Diaphragm used for 


Less than3 months... 23 
6 months - | year 15 
More than 2 years 26 


Table II deals with the length of use of the cap by 112 
women who gave this information. The commonest 
reasons given by the women for not using the cap were, 
in order of frequency: fear of becoming pregnant, pain, 
the husband preferred other methods or changed his mind 
about birth control, lack of privacy, fear, lack of under- 
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standing, and the fact that the diaphragm had become 
hard. 

At the time of the investigation 46 women were using 
the diaphragms and 83 women were not. The cap size or 
condition had not been checked by 107 women and only 13 
women had new caps since the first ones were issued to 
them. Fifty-seven women stated that when they used the 
caps they did not always use jelly as well. 

Among the total group, 20 said they did not have 
enough time to insert the cap, 35 disliked inserting it, 
15 found it difficult to insert, 23 experienced discomfort 
with the cap, 16 found it difficult to remove, 12 thought 
the use of the cap would harm their health, 6 thought the 
use of the cap would harm their husbands’ health, 1 
thought the use of the cap would produce a deformed 
child, 10 and 9 women respectively thought that the use 
of a cap was selfish and sinful, 104 thought that to use 
a cap was sensible and modern, 11 said their husbands 
complained that the cap interfered, and 26 had been 
afraid that the cap would disappear into their bodies. 
Another fear was of developing cancer of the uterus. 

The husbands of 18 of the women approved only 
partly, or not at all, of their use of the cap, and 34 
women were now using other contraceptive methods. 

In order of frequency, the methods replacing diaphragms 
were: coitus interruptus, salpingo-ligation, tablets and 
pessaries, and a sponge. 

The reasons for choosing these methods were, in order 
of frequency: their greater safety, admitted laziness, less 
bother, and being more aesthetic. 

Table III lists the pregnancies which have occurred since 
the diaphragms were issued. Sixteen women said they 


TABLE Ill. PREGNANCIES WHICH OCCURRED SINCE ISSUE OF THE 
DIAPHRAGMS 
Total No. No. of % of 
Period since issue in of women women 
group pregnancies pregnant pregnant 
0 8 21-0 
4 or more years... 38 1 21 55-3 
24 9 23-7 
0 14 38-9 
3 years ‘a + 36 I 9 25-0 
2 13 36-1 
0 18 47-4 
2 vears or less 38 is 47-4 
2+ 2 5-2 


had wanted the pregnancies which followed the issue of 
the cap, 46 did not. 

The use of a cap had been recommended by 44 women 
to others and only 1 woman said she had advised against 
its use. The use of the cap had caused strife between 
8 women and their husbands, 4 women said it had made 
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matters better, and 99 reported no difference. Sixty 
women said they would tell their daughters about family 
planning, while 37 would not, mostly because of shyness. 
The commonest advantages of birth control they advanced. 
in order of frequency, were: to increase spacing, to limit 
the number of children, to avoid the suffering the mothers 
had been through, and to avoid suffering if anything 
happened to their husbands. 

The reasons given by 100 women, who said that the 
Institute should do more about family planning. were, in 
order of frequency: economic, spacing, health of mother, 
to promote the health and care of the children, and 
difficulties of caring for large families. 


DISCUSSION 


For many women the process of cap fitting and use 
probably involves motivation intense enough to overcome 
a certain amount of modesty, embarrassment and fear 
of the unknown. This possibly applies in even greater 
degree in the case of those African and Indian women 
who are the pioneers in the use of mechanical methods 
of birth control in their relatively unsophisticated com- 
munities. Having been through the process of cap fitting, 
1 out of 10 women used it no more than 3 times. Of 
the women who had their caps for more than 2 years 
1 out of 3 had used them for at least 2 years. Only one- 
third of the women were using their caps at the time 
of the investigation. 

That the fear of becoming pregnant was the commonest 
reason for not using the cap indicates a rather low degree 
of security felt by these African and Indian women with 
the use of this contraceptive device. After lack of confi- 
dence. the husband was the next commonest determinant. 

Approximately 1 out of 4 of the women had resorted 
to other contraceptives, of which non-mechanical and 
surgical methods were the commonest. Only about 1 out 
of 3 of the pregnancies which followed the issue of the 
cap were desired. It could be submitted that reduction of 
undesired pregnancies constitutes a pragmatic criterion 
of the success of a family-limitation programme. 

In spite of their own poor use of the caps and their 
replacement by other methods, about one-third of the 
women had recommended its use by others. and at least 
two-thirds of the mothers would tell their daughters about 
family planning. Spacing, rather than limitation, appears 
to be the main objective of birth control, and economic 
reasons provide the major motivation among the African 
and Indian women of these 2 communities. 

Thanks are due to Sisters T. Triegaardt and C. Majola and 
Messrs W. H. Pietersen and S. J. Maharaj for their assistance 
with this investigation. 

REFERENCE 
1. Kark, S. L. and Steuart, G. W. (1957); Hlth Educ. J., 15, 131 
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EDITORIAL : VAN DIE REDAKSIE 


NO MAN IS AN ISLAND (APROPOS OBSTETRIC ANAESTHESIA) 


Attributed originally to John Donne, this aphorism applies 
also to that most neglected branch of modern anaesthesia— 
obstetric anaesthesia. Nor is this a new or even recent develop- 
ment. Right from the beginning it was thought that chloro- 
form, however dangerous it might be in other conditions, was 
almost entirely free from danger when given to a woman in 
labour. More recently spinal anaesthesia was, for a time at 
least, thoroughly discredited by that deplorable practice of 
singlehandedly administering the spinal block and then pro- 
ceeding with an operation like a Caesarean section, leaving 
the mother under haphazard or no supervision at all. Since 
this period is fraught with preventable but nonetheless lethal 
hazards, far too many mothers paid with their lives for this 
selfish and presumptuous expediency. Today such practice is 
nearly, but by no means entirely, a thing of the past. In 
addition to those rare instances of genuine emergency when 
a singlehanded doctor is presented with no alternative, the 
method of local anaesthesia administered by the operator 
himself for operative and instrumental delivery is still being 
applied in our remote as well as city hospitals. 

Competent physicians or anaesthetists are often asked to 
be on the lookout for signs of untoward reactions with a view 
to their timely detection and treatment. An example of such 
an untoward reaction is insidious hypotension leading to 
cerebral anoxia and eventually respiratory arrest—the first 
sign to become apparent to the busy operator who, in years 
past, blamed respiratory arrest for the deaths when, in fact, 
it was a terminal event long since past the stage of easy 
remedy.' Too often, however, the temptation proves too much 
to dispense with the nuisance of calling and waiting for a 
competent anaesthetist, and to ‘get on with it’ under local 
anaesthesia. 

Actually, even when trained anaesthetists are in attendance, 
the position is not at all clear. Firstly, obstetricians have 
certainly not yet accepted the modern anaesthetist to the 
extent that surgeons have now done for many years. Thus, 
Greenhill, an obstetrician, states in his book on anaesthesia: 
‘the selection of the drug and its dosage is an obstetrical 
problem of the first magnitude’.* Similarly, Dr. Michael, an 
obstetrician, recently reviewed obstetric anaesthesia in this 
Journal? and anticipated his British colleagues nicely by 
saying: ‘where general anaesthesia has to be employed during 
labour, aspiration of the stomach contents pre-operatively by 
means of a gastric tube and intubation of a cuffed endotracheal 
tube are essential’. Finally, a group of distinguished ob- 
Stetricians have just published the ‘Report on confidential 
inquiries into maternal deaths in England and Wales 
1955 - 1957°.4 In this report is is suggested that ‘it would be 
a wise precaution to intubate the trachea in all cases where 
the patient’s stomach is thought to be full and where forceps 
delivery is to be undertaken in the lithotomy position.’ 

There has long been a somewhat contrary spirit among 
anaesthetists. Indeed, since the classical article by Morton 
and Wylie,® anaesthetists have not used the stomach tube or 
apomorphine, relying rather on rapid induction of general 
anaesthesia in the foot-down position, followed immediately 
by a relaxant and endotracheal intubation; alternatively 
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purely regional (as opposed to local) blocks are used uni- 
versally in premature or definitely ‘depressed’ babies. The 
safety of general anaesthesia induced with the feet down has 
recently been authoritatively affirmed.‘ It is interesting to note 
in passing that Paul Marchand found the cardiac ‘sphincter’ 
competent in the cadaver,’ thus rather effectively ruling out a 
‘relaxing’ effect of muscle relaxants on the lower end of the 
oesophagus. 

It must be stressed that these ‘specialist’ anaesthetic 
methods demand a thoroughly trained and competent 
anaesthetist. Thus, the confidential inquiry already referred 
to’, revealed that in seven of the fatalities the intention to 
intubate was frustrated by vomiting; and all the mothers 
died in the lithotomy position, or at least because they had 
been in this exceedingly hazardous position. There is much 
common-sense in Morley’s view® that the lateral position 
should be adopted as a routine in domiciliary obstetrics, 
particularly when general anaesthesia is induced for forceps 
delivery without the benefit of laryngeal intubation. Indeed, 
even in hospitals this should be an absolute rule, unless an 
experienced anaesthetist is in attendance. Pre-operatively, 
atropine should always be combined with a phenothiazine 
(anti-emetic) derivative.” 

Obstetric anaesthesia and analgesia have many facets. Not 
only are there always two patients whose interests are at 
stake, the mother and the unborn baby, but from the above 
it is clear that there are also two distinctly different 
approaches; that of the obstetrician and general practitioner 
on the one hand, and that of the specialist anaesthetist on the 
other. The former group would welcome a single, simple, 
and universally effective technique which can be mastered in 
a week or two. The modern anaesthetist prefers versatility, 
and prepares and selects his method with great care and care- 
ful thought. Thus he is » ware that the delivery process reduces 
the exchange of oxygen and carbon dioxide between mother 
and baby, so that the Faby is normally born in a state of 
biochemical asphyxia. Consequently, while the mildly de- 
pressant action of drugs like ‘pethilorfan’ and thiopentone in 
particular need not normally give rise to misgivings,® this mild 
action may change to one of toxicity if more asphyxia is 
superimposed, as happens readily in prematurity and 
eclampsia.'° 

The phrase ‘no man is an island’, which was written by 
John Donne and recently popularized as the title of a book 
by Thomas Merton, suggests to us the principle of the 
solution of the problem of obstetric anaesthesia. For, unless 
we heed the advances of medical specialties like anaesthesia 
and work towards the betterment of backward departments 
like obstetric anaesthesia, we shall surely follow in the foot- 
steps of John Donne, at least occasionally . . . ‘Madnes upon 
misplacing, or overbending our natural faculties, proceed 
from ourselves, . . . and wee are not onely passive, but active 
too, to our owne destruction . . .”!! 

Greenhill, (1932): analgesia and Anacsthesia im’ Obstetrics. Springfield: 


Charles C. Thomas. 
3. Michael, A. M. (1959): S. Afr. Med. J., 33, 469. 
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(1960): London: Her Majesty's Stationery Office. 

5S. Morton, H. J. V. and Wylie, W. D. (1951): Anaesthesia, 6, 190. 

6. Snow, R. G. and Nunn, J. F. (1959): Brit. J. Anaesth., 31, 493. 
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VERSEKERING TEEN 


Die Atlas Versekeringsmaatskappy kondig aan dat hulle hul 
polis vir die versekering teen wanpraktyk uitgebrei het om 
die polishouers te vergoed vir skade of koste wat aangegaan 
is vir die verdediging van aanklagte van laster, kwaadsprekery, 
of karakterskending, waar sulke aanklagte uit professionele 
optrede voortspruit. Die maatskappy doen hierdie stap in 
ooreenstemming met sy beleid om die wydste moontlike 
dekking te verskaf ten opsigte van professionele aanspreeklik- 
heid vir lede van die Mediese Vereniging. Die addisionele 
dekking word gegee sonder verhoging van die bestaande 
premies en dit tree onmiddellik in werking. Binne die volgende 
paar weke sal polishouers *n gedrukte uiteensetting ontvang 
van die presiese terme van die nuwe reéling. 

Die ,Atlas’ het ons ook versoek om die volgende twee 
belangrike sake onder die aandag van ons lesers te bring: 

1. Die perke van aanspreeklikheid. Alhoewel die maat- 
skappy hom daarop instel om praktisyns by elke vervaldatum 
daaraan te herinner om die perke van aanspreeklikheid onder 
hulle polisse in heroorweging te neem, gaan baie polishouers 
tog maar voort onder dekking met ongenoegsame perke—wat 
heeltemal onvoldoende mag blyk te wees vir hul volle ver- 
sekering. Die minimum perk van vergoeding waarvoor polisse 
uitgereik word, is R4,000 vir elke enkele eis. Dit is egter 
duidelik dat dit nie genoeg sal wees as ‘n ernstige eis ontstaan 
nie, en praktisyns word dringend versoek om aandag te gee 
aan ’n meer realistiese vergoeding. Die maatskappy sal aanhou 
om strokies aan hernuwingskennisgewings te heg waarin ‘n 
skaal van premies uiteengesit word vir verskeie perke van 


22 April 1961 


&%. Morley, A. H. (1960): Brit. Med. J., 2, 1804. 
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2. Sapeika, N. (1960): Ibid., 34, 49. 


WANPRAKTYK 


aanspreeklikheid tot R50,000 vir elke enkele eis. Al wat 
nodig is, is om die maatskappy dan by vernuwing van die 
versekering in kennis te stel of ‘n hoér perk nodig is. Die 
maatskappy is selfs gewillig om, indien nodig, ’n kwotasie 
te gee vir “n perk wat hoér as R50,000 is. 


2. Vennootskappe. Die aanspreeklikheidspolis voorsien per- 


soonlike vergoeding vir die versekerde. ‘n Aparte polis word 
dus aan elke individuele dokter uitgereik wat hom persoonlik 
vergoed, Waar daar dus twee of meer dokters in vennootskap 
praktiseer, is dit noodsaaklik dat elke vennoot ‘n aparte 
aanspreeklikheidsdekking sal he, verkieslik met dieselfde perk 
van vergoeding vir elkeen. Dit is, byvoorbeeld, duidelik dat 
as uitspraak gegee word in °n siviele geding teen een van die 
vennote wat nie verseker is nie, daar ‘n aansienlike finansiéle 
verlies vir die venootskap as sodanig kan ontstaan. “n Ander 
moontlikheid is dat ‘n vennootskap gedagvaar kan word vir 
die optrede van een van sy lede. Om dit te bowe te kom, is die 
maatskappy gewillig (onderhewig daaraan dat al die vennote 
.Atlas’-polisse het), om die individuele polisse so te endosseer 
dat beskerming verleen sal word aan die ,onskuldige’ lede van 
die vennootskap wat in die saak betrek mag word, ten spyte 
daarvan dat hulle nie persoonlik gemoeid is met die behande- 
ling of die oorsaak van die aanklag nie. 

Die plaaslike tak van die Maatskappy, deur wie u ver- 
sekering geplaas is, sal u graag met hulp en advies bystaan by 
die reéling van geskikte beskerming vir lede van vennoot- 
skappe. 


TAALRUBRIEK 


Die Taalkomitee van die Geneeskundige Skool van die 
Universiteit van Stellenbosch stel voor om te gebruik: 

Eng. rooting reflex: Afr. rigrefleks. 

Eng. rooming in: Die Komitee vind geen geskikte kort 
segswyse hiervoor nie en beveel aan dat gebruikers dit maar 
moet omskrywe. 

Eng. cradle cap (aanpaksel, deur verwaarlosing, op ‘n baba 
se skedel): In Afr. word aanbeveel dat dit maar omskrywe 
word. 

Eng. demand schedule: Afr. aanvraagvoeding. 

Eng. fracture: Die woord breuk pas blykbaar goed in alle 
soorte verband, en die Komitee stel dus voor: 


fracture 
articular- gewrigsbreuk 
basal- basisbreuk 
-board breukplank 


compound- ope breuk 
comminuted- splinterbreuk 
crushed- splinterbreuk 
deferred- onvolledige breuk 
depressed- induik breuk 
epiphyseal- epifisebreuk 
fissure- lynbreuk 
greenstick buigbreuk 
incomplete- onvolledige breuk 


Eng. biopsy: Afr. biopsie. 

Eng. scirrhus: Afr. skirrus, 

Eng. scirrhous (b.nw.): Aff. skirreus, 
Eng. scirrhoid: Afr. skirroied. 

Eng. autopsy: Afr. outopsie. 

Eng. necropsy: Afr. nekropsie 

Eng. obduction: Afr. obduksie. 


FORTHCOMING INTERNATIONAL MEDICAL CONFERENCES 


The Eighth Congress of the European Society of Haematology 
will be held in Vienna on 28 August-2 September 1961, 
under the presidency of Prof. Dr. A. Hittmair. The official 
languages of the Congress are German, English and French. 
The main subjects of the scientific sessions are: Lymphocytes, 
cytology and cytochemistry, radiation damage, anaemia. 


leukaemia, immune haematology, haemostasis and wound 


healing, and plasmachemistry. In addition communications in 
the whole field of haematology will be presented. A con- 
ference on blood transfusion and serology is planned within 
the framework of the Congress. ; 

Further information may be obtained from the Secretary 
General of the Congress, Prof. Dr. H. Fleischhacker, Frank- 
gasse 8. Vienna IX, Austria. 
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S.A. TYDSKRIF VIR GENEESKUNDE 


AFBINDING VAN DIE PANKREASBUIS BY RADIKALE 
PANKREASKOP-RESEKSIE 


B. J. vAN R. Dreyer, M.D., Cu.M. (KaapsTap), F.R.C.S. (Epin.) en J. S. Marais, M.Mep. (STELLENBOSCH), L.K.C.(S.A.) 
Departement Chirurgie, Mediese Fakulteit, Universiteit van Stellenbosch 


Maligne neoplasmas in die gebied van die ondereinde van 
die choledogus is ’n belangrike oorsaak van obstruktiewe 
geelsug. Hierdie tumore word soos volg deur Cattell’ 
geklassifiseer: 

(a) Karsinoom van die kop van die pankreas (50%). 

(b) Karsinoom van die ampulla van Vater (30%): 
(i) tumore van die ampulla self; (ii) tumore van die uit- 
monding van die choledogus en die buis van Wirsung ; en 
(iii) tumore van die oorliggende duodenale slymvlies. 

(c) Karsinoom van die terminale choledogus (10%). 

(d) Karsinoom van die duodenum (10%). 


Die chirurgiese benadering van obstruktiewe geelsug 
waarvan die oorsaak vermoedelik maligne is, is eksplo- 
rasie; en as ’n maligne neoplasma gevind word, staan die 
chirurg in hoofsaak voor ‘n keuse tussen ’n palliatiewe 
en ‘n radikale operasie. Met ’n palliatiewe operasie word 
die obstruksie van die choledogus verlig. Die lewe van die 
pasiént word slegs met ’n paar maande verleng, maar eet- 
lus kom terug, gewig word opgetel, en geelsug en jeuk 
verdwyn. Wanneer pyn as gevolg van infiltrasie deur die 
karsinoom ’n belangrike simptoom is, word dit nie verlig 
deur die palliatiewe operasie nie. Gewigsverlies wat hoof- 
saaklik veroorsaak word deur obstruksie van die pan- 
kreasbuis, word ook nie verbeter deur die konserwatiewe 
ingreep nie. 

Met die radikale pankreaskop-reseksie is die resultate 
van chirurge wat groot reekse van hierdie operasie gedoen 
het, betreklik goed. Hulle resultate toon die verrassende 
feit dat die gevalle wat hulle behandel het van ampulla- 
karsinoom (wat ook karsinoom van die terminale chole- 
dogus en die naasliggende duodenum insluit), ’n betreklike 
lae hospitaal-mortaliteit het (4-2% by die Lahey-kliniek** 
en by die Mayo-kliniek”) en hoé 5-jaar oor- 
lewingsyfer (52-8°/, by die Lahey-kliniek**) en 38-4°% by 
die Mayo-kliniek*’). Met pankreaskop-karsinoom is die 
hospitaal-mortaliteit hoér (13°, by die Lahey kliniek en 
20% by die Mayo-kliniek) en die 5-jaar oorlewingsyfer 
laer (9°, by die Lahey-kliniek en 15-89% by die Mayo- 
kliniek). 

Minder optimistiese resultate word deur die meeste 
chirurge verkry, en Loggan en Kleinsasser® het die gevalle 
van radikale pankreaskop-reseksies wat gerapporteer is van 
1942 af tot 1949, nagegaan. Hieruit blyk dit dat wanneer 
die radikale operasie vir ampulla-karsinoom gedoen word, 
die hospitaal-mortaliteit 23%, die gemiddelde oorlewings- 
periode 23 maande, en die S-jaar oorlewingsyfer 28-6%, 
is. As die operasie vir pankreaskop-karsinoom gedoen 
word, is die hospitaal-mortaliteit 31°%, en die gemiddelde 
oorlewingsperiode 13 maande. Van die 30 pasiénte wat 
dié operasie ondergaan het, het net 1 na 5 jaar nog gelewe. 


Die hoér hospitaal-mortaliteit van pankreaskop-karsi- 
hoom word toegeskrywe aan edeem en laegraadse inflam- 
Masie om die pankreas— wat disseksie bemoeilik."® In 
ampulla-karsinoom is die uiteindelike prognose beter omdat 


die tumore stadiger groei, later uitsaai, en vroeé simptome 
gee weens obstruksie van die choledogus; in teenstelling 
met pankreaskop-karsinoom wat vinniger groei en vroeér 
uitsaai, en waar geelsug eers ‘n relatiewe laat simptoom is.’ 


Weens die laer mortaliteit en beter uiteindelike prognose 
met ampulla-karsinoom, is daar ’n neiging om die radikale 
operasie vir ampulla-karsinoom en die konserwatiewe 
operasie vir pankreaskop-karsinoom te doen. Dit moet 
egter beklemtoon word dat dit dikwels by operasie uiters 
moeilik is om te bepaal waar die tumor ontstaan, en die 
besluit tussen radikale en konserwatiewe chirurgie moet 
hoofsaaklik afhang van die grootte van die tumor, infil- 
trasie van belangrike strukture, en peri-pankreatiese edeem 
en inflammasie. 


Na reseksie van die pankreaskop en duodenum word 
rekonstruksie van die spysverteringskanaal deur middel 
van ’n cholesisto- en gastro-jejunostomie gedoen. Whipple™ 
het in sy oorspronklike beskrywing van die radikale 
operasie in 1937, afbinding van die pankreasbuis en slui- 
ting van die stomp, sonder enige anastomose met die derm- 
kanaal, voorgestel. Hunt het in 1941 pankreatiko-jejunosto- 
mie aanbeveel en hy is in 1943 hierin gevolg deur Cattell, 
Dragstedt, en later ook Whipple, en dit is dan ook vandag 
die aanvaarde metode.’ Hierdie wysiging van die tegniek 
moet bespreek word met die oog op die na-operatiewe 
komplikasies van pankreas-fistel en ontoereikendheid van 
die pankreas. 


Pankreas-fistels 


Die belangrikste oorsaak van die hoé mortaliteit en 
morbiditeit van die radikale operasie, is die ontstaan van 
na-operatiewe pankreas-fistels, en 10 uit 22 sterftes by 
die Lahey-kliniek was hieraan te wyte.” Die voorkoms van 
pankreas-fistels wissel by verskillende klinieke van 10%” 
tot 27%°, en Maingot’ stel die voorkoms so hoog as 50% 
in gevalle waar die onuitgesette pankreasbuis aan die 
jejunum geanastomoseer word. Die voorkoms in gevalle 
waar die pankreasbuis onderbind word en die pankreas- 
stomp gesluit word, kan nie met sekerheid afgelei word 
uit die literatuur nie. Ses gevalle’**"* is opgespoor waar 
daar duidelik gemeld word of ’n fistel gevorm het of nie 
nadat die pankreasbuis afgebind is en die pankreasstomp 
gesluit is. In hierdie 6 gevalle het ‘n fistel by 2 ontstaan. 


Dit lyk asof die voorkoms van pankreas-fistel na af- 
binding van die buis en sluiting van die pankreasstomp 
nie veel verskil van die voorkoms na pankreatiko-jejunosto- 
mie nie. In die gevalle waar die pankreasbuis nie uitgeset 
is nie, mag dit selfs laer wees. Dit is veral die geval in 
ampulla-karsinoom en vroeé pankreas-tumore wat gunstig 
is vir die radikale operasie. Indien ‘n pankreas-fistel na die 
operasie ontstaan, is daar ‘n belangrike verskil tussen die 
fistel wat na afbinding van die pankreasbuis en sluiting 
van die pankreasstomp voorkom en die een wat ontstaan 
nadat ‘n anastomose tussen die pankreasbuis en die 
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jejunum gemaak is. In eersgenoemde gaan alleen die pan- 
kreassappe verlore sodat die verlies van vog en elektroliete 
beperk is tot die pankreas-afskeiding. Wanneer ’n fistel 
egter na ‘n anastomose van die pankreas met die derm 
ontstaan, is dit nie alleen ‘n pankreas-fistel nie, maar ook 
‘n fistel van die jejunum; daar is dus ook verlies van maag- 
sap, gal, en dundermsap; en dus is nie net die volume vog 
wat verlore gaan groter as in ‘n suiwer pankreas-fistel 
nie, maar die elektroliet-stoornis is ook heelwat ernstiger. 

Die vertering van die vel om ‘n pankreas-fistel is ‘n 
lastige en dikwels ernstige komplikasie. Dit kan binne perke 
behandel word deur middel van suiging en aanwending 
van beskermende middels aan die omliggende vel. By ‘n 
suiwer pankreas-fistel sal die vel alleen blootgestel word 
aan pankreassap en nie aan gal-, dunderm- en maagsap 
nie. Die proteolitiese pankreas-ensieme, tripsinogeen en 
chimotripsinogeen, word in °n nie-aktiewe vorm in die 
pankreassap uitgeskei, en hulle word eers in die dunderm 
geaktiveer deur middel van die ensiem enterokinase. By 
die suiwer pankreas-fistel word die vel dus blootgestel aan 
pankreassap wat nog nie geaktiveer is nie en dus nie die 
vel sal verteer soos in die geval van ‘n fistel wat volg 
op ‘n pankreatiko-jejunostomie, waar die saamgaande dun- 
dermsap die pankreas-afskeiding aktiveer nie. Laasgenoem- 
de fistel gaan gepaard met erge vertering van die om- 
liggende vel. 


Gebrek aan Pankreasfermente wat die Derm Bereik 


Pankreasfermente is noodsaaklik vir die algehele ver- 
tering van vette en proteine. By honde word daar ook ‘n 
lipotropiese faktor wat vervetting van die lewer verhoed, 
in die pankreassap afgeskei en daar bestaan ‘n moontlik- 


heid dat ‘n soortgelyke faktor by die mens aanwesig 


Na radikale reseksie van die pankreasstomp word gevind 
dat wanneer ‘n pankreatiko-jejunostomie gedoen word, 
die anastomose in een-derde van die gevalle toegaan. 
Vertering van vette en proteine is in een-sesde van die 
gevalle gebrekkig ten spyte van ‘n oorspronklike sukses- 
volle anastomose.” In teenstelling hiermee, mag vertering 
van vette en proteine soms betreklik normaal wees as die 
pankreasbuis afgebind word sodat geen eksterne afskeiding 
van die pankreas die derm bereik nie, en daar bestaan die 
moontlikheid dat die succus entericus hierin die funksie 
van die pankreas-afskeiding oorneem.’ Die toediening van 
pankreatien in dosisse van 5 gram, 3 keer per dag, ver- 
minder die verlies van proteine en vette in gevalle van 
ontoereikendheid van die pankreas met 50°/..° 

Alhoewel gebrekkige vertering van vette en proteine 
meer dikwels sal voorkom na sluiting van die pankreas- 
stomp, word dit nie verhoed in 30% van gevalle van 
anastomose van die pankreas aan die derm nie, omdat 
die opening toegaan. Die gebrekkige vertering van vette 
en proteine wat na sluiting van die pankreasbuis en pan- 
kreas voorkom, kan teégewerk word deur die toediening 
van pankreatien per mond. 

Ten gunste van afbinding van die pankreasbuis en slui- 
ting van die pankreasstomp by ‘n radikale pankreaskop- 
reseksie, kan die volgende redes aangevoer word: 


|. Die moeilikste anastomose word uitgeskakel en die 
operasietyd word aanmerklik verkort. Dit geld veral vir 
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die chirurg vir wie die operasie van radikale pankreaskop- 
reseksie nie ‘n roetine-operasie is nie. 

2. Dit is veral die gevalle wat geskik is vir radikale 
chirurgie (ampulla-karsinoom of vroeé pankreaskop-karsi- 
noom sonder uitgesette pankreasbuis) wat ongunstig is vir 
anastomose van die pankreas aan die dunderm. 


3. Daar is geen duidelike bewys dat die voorkoms van 
’n fistel na deeglike afbinding van die pankreasbuis en 
hegting van die pankreas, groter is as na anastomose van 
die buis aan die derm nie, en dit mag selfs kleiner wees 
wanneer die buis nie uitgeset is nie. 


4. As ‘n pankreas-fistel sou vorm na afbinding, is daar 
geen gevaar van ’n fistel met die derm nie en gevolglik is 
daar: (i) minder verlies van vog en elektroliete, (ii) geen 
vertering of minimale vertering van die vel, en (iii) moont- 
lik ‘n groter neiging tot spontane sluiting van die fistel. 


5. Die gebrek aan pankreas-ensieme wat die derm bereik. 
kan gedeeltelik vergoed word deur pankreatien of ‘n soort- 
gelyke preparaat per mond te neem. Daar moet ook ont- 
hou word dat pankreas-tekort nie beperk is tot gevalle 
waar die buis afgebind is nie. 


Vier gevalle met afbinding van die pankreasbuis en heg- 
ting van die pankreas, word hier beskryf. In hierdie gevalle 
kon die buis in een geval nie goed afgebind word nie 
omdat inflammatoriese edeem van die pankreas teenwoor- 
dig was. Die buis is slegs met ‘n paar matrassteke toeze- 
werk, en alleen in hierdie geval het ’n pankreas-fistel wat 


binne 2 weke spontaan toegegaan het, ontstaan. 
Geval 1 

*‘n Nie-blanke vrou, M.S., ouderdom 60 jaar, is op 20 Oktober 
1959 tot die Karl Bremer-hospitaal toegelaat met ’n geskiedenis 
van moegheid, duiseligheid, en geelsug oor ‘n tydperk van 2 
maande. ‘n Maand na die aanvang van simptome het sy begin 
met herhaalde braking, wat 1 -2 uur na etes voorgekom het en 
nooit bloed bevat het nie. Daar was geen geskiedenis van 
gewigsverlies, verlies van eetlus, of melena nie. 

By ondersoek was effense geelsug met ‘n erge anemie teen- 
woordig. Daar was ‘n 3-vinger vergrote, ferme lewer, maar 
geen ander massas of vry vog in die buik nie. Die hemoglo- 
bien was 4 gram per 100 mi: die rooibloedsel-telling 26 
miljoen, en die bloedbesinking 40 mm. per uur, Die barium- 
maal het ‘n groot vullingsdefek van die piloriese antrum van 
die maag getoon. 

Operasie. “‘n Laparotomie is op 30 Oktober 1959 gedoen. 
‘n Karsinoom van die maag wat die pankreaskop, duodenum, 
en transversale mesokolon geinfiltreer het, is gevind. ’n Gedeel- 
telike gastrektomie sowel as ‘n pankreatiko-duodenektomie 
en ‘n cholesisto-enterostomie is gedoen. Weens aantasting van 
die transversale mesokolon is ‘n transversale kolektomie ook 
gedoen. Die pankreas was besonder edemateus en die pankreas- 
buis was nie vergroot nie. Weens die edeem van die liggaam 
van die pankreas, was dit moeilik om die pankreasbuis te 
demonstreer. Die buis kon egter gesien word, en ‘n matras- 
stekie van sy is daaromheen geplaas en ‘n poging is op dic 
manier gemaak om die buis af te bind. Matrassteke is in die 
pankreas geplaas, maar weens edeem was dit moeilik om dic 
anterior en posterior grense na mekaar te trek. 

Op die vierde dag na operasie het die pasiént ‘n pankreas- 
fistel ontwikkel. Aanvanklik was die afskeiding 200 ml. per 24 
uur. maar nadat die pasiént op ‘n volle dieet geplaas 1s, het 
die afskeiding vermeerder na 500 ml. per 24 uur. 

Na 6 dae het dit geleidelik minder geword en ‘n week later 
was die fistel heeltemal toe. Opmerklik was die afwesigheid 
van enige vertering van die omliggende vel. Die pasiént is 20 


dae na operasie ontslaan op pankreatien. 


Geval 2 
‘n Nie-blanke vrou, A.F. ouderdom 47 jaar, is op 14 Sep- 
tember 1959 tot die Karl Bremer-hospitaal toegelaat met © 
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kiedenis van swakheid en met verlies van eetlus en gewig 
oor ‘n tydperk van ’n jaar. Gedurende die laaste 6 maande 
het sy aanvalle van braking van klein hoeveelhede bloed gehad 
en sy het ook gekla van epigastriese pyn. ’n Paar keer het sy 

By ondersoek was daar tekens van gewigsverlies, maar nie 
anemie nie. Geelsug was teenwoordig en ’n massa was voelbaar 
in die regter bo-buik. Dit was nie duidelik of hierdie massa 
die lewer of galblaas was nie. Die lewerfunksie-proewe het ge- 
dui op ‘n geringe obstruktiewe geelsug en ‘n bariummaal het 
geen afwyking getoon nie. ‘n Cholesistogram en biligrafien- 
ondersoek het slegs ’n nie-funksionerende galblaas getoon. Op 
5 Oktober 1959 is ’n laparotomie gedoen. ’n Vroeé tumor in 
die gebied van die ampulla van Vater is gevind. Daar was 
vergrote kliere in die gastro-hepatiese omentum, maar ’n vries- 
snit het geen metastase getoon nie. 


‘n Pankreatiko-duodenektomie met reseksie van die duode- 
num en pankreaskop, en anastomose van die choledogus en die 
maag aan die jejunum, is gedoen, Die pankreasbuis was nie 
uitgesit nie, en dit is met ‘n linnedraad afgebind nadat die 
pankreas wigvormig deurgesny is. Die anterior en posterior 
grense van die pankreas is deur linnedraad-matrassteke aan 
mekaar geheg. 

Die pankreasbuis was slegs 1-2 mm. in deursnee. Die pato- 
logiese rapport oor die tumor was ‘n papillére adenokarsinoom 
yan die ampulla van Vater. Na die operasie het die pasiént 
bevredigend gevorder. *n Pankreas-fistel het nie ontstaan nie 
en die wond het gou en volkome genees. Die pasiént is op 
pankreatien per mond geplaas. Drie weke na die operasie is 
sy ontslaan. 


Geval 3 4 

‘n Blanke man, A.H., 70 jaar oud, is op 21 Desember 1959 
tot die Karl Bremer-hospitaal toegelaat met ‘n geskiedenis 
van swakheid en gewigsverlies wat 1 maand voor toelating 
begin het. Sy eetlus was goed en 14 dae voor toelating het 
hy opgelet dat sy vel begin jeuk en geel word en dat sy urine 
donker word. 


By ondersoek was daar tekens van gewigsverlies met ‘n 
duidelike geelsug. Die lewer was 2 vingers vergroot en geen 
massa kon in die galblaas-area gevoel word nie. Okkulte bloed 
is in die stoelgange gevind en die lewerfunksie-proewe het 
obstruktiewe geelsug getoon, met ‘n serum bilirubien van 26 
mg. per 100 ml. ‘n Bariummaal was normaal. 

Op 12 Januarie 1960 is ’n operasie gedoen. ‘n Vergrote lewer 
en 'n uitgesette galblaas en choledogus is gevind. In die gebied 
van die ampulla was ‘n tumor, die grootte van ‘n golfbal. 
Die tumor was vrylik beweegbaar en geen vergrote kliere is 
gevind nie. ‘n Pankreatiko-duodenektomie is gedoen. Die 
pankreas is wigvormig deurgesny; die pankreasbuis wat tot 
4mm. vergroot was, is met linne afgebind, en die deurgesnyde 
oppervlakte van die pankreas met onoplosbare matrassteke 
geheg. Die choledogus en maag is aan die jejunum geheg. 
Die patologiese rapport was ‘n adenokarsinoom van die kop 
van die pankreas. 

Na die operasie het die pasiént goed gevorder sonder enige 
teken van ‘n moontlike pankreas-fistel. Die pasiént is op 
pankreatien, 5 gram 3 keer per dag, geplaas sodra hy voedsel 
a en hy is 4 weke na die operasie uit die hospitaal 
ontslaan. 


Geval 4 


S.M., ‘n Kleurlingman van 43 jaar, is tot die Karl Bremer- 
hospitaal toegelaat op 4 November 1960 met ‘n geskiedenis 
van kramppyne in die regter bo-buik oor 4 maande en ‘n 
aanhoudende steekpyn in die epigastrium oor 2 maande. Sy 
eetlus was goed en daar was geen klagtes van swakheid nie, 
maar wel van erge gewigsverlies. Drie weke lank voor toelating 
het die pasiént diaree gehad. Die pasiént het oor ’n tydperk van 
2 weke gemerk dat sy stoelgange bleek en sy urine donker 
gekleurd was. 

By ondersoek was daar opvallende tekens van gewigsverlies 
met ‘n duidelike geelsug. Die lewer was 3 vingers vergroot 
en teer en ‘n vergrote galblaas was tasbaar. Lewerfunksie- 
proewe het *n obstruktiewe tipe van geelsug aangedui. Barium- 
maal en stoelgang-ondersoeke was negatief. 

Op 15 November 1960 is ’n laparotomie gedoen en ‘n tumor 
van 1} dm. in deursnit is gevind in die gebied van die kop 
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van die pankreas. Dit was vrylik beweegbaar. Uitsetting van 
die galweé en van die pankreasbuis was aanwesig. ’n Pankre- 
atiko-duodenektomie is gedoen. Kontinuiteit van die spysver- 
teringskanaal is herstel deur ‘n choledoko-jejunostomie en ’n 
gastro-jejunostomie. Die pankreasbuis wat tot 4 mm. uitgeset 
was, is gesluit met ’n aaneenlopende linnesteek. Die wigvormig- 
deurgesnyde pankreas is gesluit met onoplosbare onderbroke 
matrassteke. Die buik is gesluit met dreinering van die gebied 
be - oorblywende pankreasstomp en van die subhepatiese 
gebied. 

Die patologiese rapport was dié van ‘n adeno-karsinoom 
van die pankreas. 


Vanaf die 10e dag na operasie het die pasiént gekla van 
pyn in die regter bo-buik. ‘n Swaaiende koors het ontwikkel, 
daar was teerheid van die regter bo-buik en by deurligting 
was beweging van die regter diafragma verminder. Met die 
diagnose van ‘n subfreniese infeksie is antibiotika toegedien 
en alle simptome en tekens het opgeklaar. 


Behalwe hierdie komplikasie het die pasiént goed herstel 
sonder enige teken van ’n pankreas-fistel. Pankreatien is vanaf 
die vyfde dag na die operasie per mond toegedien. 


GEVOLGTREKKINGS 


Na aanleiding van hierdie 4 gevalle kan die volgende 
punte beklemtoon word: 


1. Die operasie van reseksie van die pankreaskop en 
duodenum is veel makliker as die pankreasbuis afgebind 
en nie met die derm geanastomoseer word nie. Deur hier- 
die moeilikste anastomose uit te laat, word die operasietyd 
verkort tot 24-3 uur. 


2. In 3 gevalle het daar geen pankreas-fistel ontstaan 
nie, en in die geval waar ’n fistel wel voorgekom het, 
was dit betreklik maklik om die pasiént te behandel. Die 
vogverlies was nooit meer as ‘n halwe liter per dag nie 
en daar was geen vertering van die vel nie. Binne 14 dae 
het die fistel toegegaan. In hierdie geval kan die ontstaan 
van die fistel toegeskryf word aan edeem van die pankreas, 
wat dit moeilik gemaak het om die pankreasbuis te sien 
en ’n kort ent uit te dissekteer sodat dit deeglik afgebind 
kon word. 


3. By afbinding van die pankreasbuis is dit belangrik 
om ‘n kort lengte van die buis te mobiliseer sodat dit 
deeglik met ’n nie-oplosbare draad afgebind kan word. 
Die pankreas self kan dan wigvormig deurgesny word so- 
dat die anterior en posterior rande deur middel van nie- 
oplosbare matrassteke geheg kan word. 


OPSOMMING 


1. Die komplikasies wat na die operasie by radikale 
pankreaskop-reseksie ontstaan, in verhouding tot die pan- 
kreasstomp, is pankreas-fistel met verlies van vog en elek- 
troliete en velvertering, en gebrekkige vertering van vette 
en proteine. 

2. Die moontlike voordele van sluiting van die pankreas- 
stomp, bo anastomose aan die jejunum, is: (i) Die uit- 
skakeling van die moeilikste anastomose met verkorting 
van die operasietyd ; (ii) die voorkoms van pankreas-fistel 
by gevalle wat gunstig is vir reseksie, is moontlik kleiner; 
(iii) as ‘n pankreas-fistel sou ontstaan, is daar minder ver- 
lies van vog en elektroliete en minimale velvertering, en 
die komplikasie is makliker om te hanteer. Die belangrik- 
ste beswaar teen die sluiting van die pankreasstomp, nl. 
gebrekkige vertering van vet en proteine, kom ook voor 
in een-derde van gevalle van pankreatiko-jejunale anasto- 
mose. 
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3. Vier gevalle met afbinding van die pankreasbuis word 
gerapporteer. By een van die 4 gevalle het ’n tydelike 
pankreas-fistel ontstaan. Die fistel is met gemak behandel 
omdat die verlies van vog en elektroliete klein was en 
geen velvertering ingetree het nie. Hierdie fistel het binne 
2 weke spontaan toegegaan. 
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A CLOSED EPIDEMIC OF ACUTE ASEPTIC MENINGITIS CAUSED BY ECHO 
VIRUS TYPE 4 
PART I. EPIDEMIOLOGICAL AND CLINICAL STUDIES 


A. A. J. Witsen and H. Petsacn, Munisipal Department of Health, Worcester and 
W. H. Howartu, Government Pathological Laboratory, Cape Town 


An outbreak of acute aseptic meningitis associated with 
ECHO virus Type 4 was described in South Africa by 
Malherbe, Harwin and Smith during 1957.’ These authors 
outlined the epidemiology and characteristics of the 
ECHO virus group of diseases in some detail. No further 
report of an outbreak of ECHO virus Type 4 infection 
has since appeared in the South African literature. 

Several outbreaks of acute aseptic meningitis due to 
ECHO virus Type 4 have been recorded in other parts 
of the world.** ECHO virus Type 4 has also been 
associated with poliomyelitis-like diseases, and various 
infectious exanthemata.* 

This report implicates ECHO virus Type 4 as the 
aetiological agent of a closed epidemic in the Worcester 
Schools for the Blind and the Deaf during June 1960. 

The laboratory investigations relating to this closed 
epidemic are reported elsewhere in this issue of the 
Journal.’ 


EPIDEMIOLOGY 
1. History of the ‘Epidemic’ 

On 26 May 1960, 44 pupils from the Worcester Schools 
for the Blind and the Deaf travelled by train to Bloemfon- 
tein for the Union Celebrations. 

On 1 June they returned to Worcester by train. 

On 6 June at the School for the Blind, 4 pupils, one 
of whom had not been to Bloemfontein, suddenly became 
ill with intense headache, fever, vomiting and prostration. 
On 7 June a further 7 pupils became ill at the School 
for the Blind, whilst 4 pupils at the School for the Deaf 
developed the same disease. 

On 10 June the number of afflicted persons in the two 
schools had risen to 130. Neck stiffmess amongst the 
patients had become such a prominent feature that the 
‘epidemic’ was notified to the Union Health Department 
as ‘meningitis’. 

From 15 June the number of notifications began to 
decline until 19 June, when the last occurred. 


2. Morbidity 

The Worcester Schools for the Blind and the Deaf 
have a total of 418 pupils and 64 staff members who are 
resident in 15 hostels situated in different parts of the 
town. Of this total, 200 pupils and 4 members of staff 
contracted the illness. 

Seven to ten days before the ‘epidemic’, 3 adolescent 
patients from the general population of the town were 
admitted to hospital showing clinical features resembling 
those associated with this ‘epidemic’. 


During the ‘epidemic’ a few further isolated cases 
showing febrile illness accompanied by headache did 
occur, but were not seen by us. Some of these may have 
had an infection connected with this ‘epidemic’, although 
most of them are reported as having shown signs of 
respiratory involvement —a feature notably absent in all 
the patients investigated by us. 


3. Possible Sources and Modes of Infection 

Whilst visiting Bloemfontein, 44 pupils from these 
schools were associated with between 8,000 and 9,000 
children from other towns. They slept and dined in com- 
munal dormitories and dining halls. Enquiry through 
the Union Health Department revealed no record of any 
similar ‘epidemic’ elsewhere in the Union, neither during 
nor immediately after the Union Celebrations. 

The first patients became ill 5 days after the return to 
Worcester of the contingent from Bloemfontein, but in- 
cluded one child who had not been away. New cases 
continued to occur from 6 to 19 June, reaching a climax 
on 15 June. Of the group of 44 pupils in the Bloem- 
fontein contingent, 21 eventually contracted the disease. 


Fourteen of the total 15 hostels accommodate children 
between the ages of 7 and 23 years, whilst the remaining 
hostel accommodates preschool children between 3 and 
6 years of age. The 14 hostels for the older children were 
affected, but not a single case occurred in the hostel for 
preschool children. The older children attend the schools 
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daily, whilst the younger ones are instructed at their hostel 
and have no contact with the two schools. 

The hostels are self-contained and have separate 
kitchens, which draw all ration supplies, with the exception 
of meat, milk and bread, from 2 central stores. 

There is a central laundry. Amongst the domestic staff, 
only one person, a laundry attendant. contracted the 


A defect in the drainage system of one hostel led to 
severe cockroach infestation which was, however, com- 
pletely eliminated more than one month before the out- 
break. No evidence of the prevalence of any other insect 
pest before or during the outbreak was discovered. There 
js no rodent infestation. 

One of the teachers keeps a large aviary at his house. 
His wife and 3 children (one aged 3 years) were affected, 
but not himself. No domestic animals other than several 
cats are kept. 

The incidence of the infection was not confined to any 
particular hostel. 


4. Weather Conditions 


During the 4 weeks before the outbreak, weather con- 
ditions showed a slight tendency towards higher 
temperature and lower rainfall, as compared with previous 
averages for the season. 


5. Age Incidence 


Age incidence varied from 3 to 23 years with an average 
age of 15 years. 


CLINICAL STUDIES 

1. Symptoms and Signs 

The chief symptoms were headache, fever, giddiness, 
nausea and vomiting, rigors, and neck stiffness. The 
onset was sudden, often dramatically so, and about half 
of the patients (e.g. 27 out of 60 in the School for the 
Blind) were severely ill with prostration. A detailed 
analysis of these clinical findings in 77 patients was 
made (Fig. 1). The salient clinical symptoms and signs 
were as follows: 


Sau 
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(a) Headache was present in every case. Pain was 
severe, persistent, and mainly frontal. It lasted on the 
average 3-4 days, and in some instances was relieved by 
lumbar puncture. 

(b) Body temperature varied from normal to 104°F.; 
9% were afebrile and in 71% of the cases the fever did 
not exceed 100°F. The severity of the symptoms was not 
related to the degree of pyrexia, some acutely ill patients 
being afebrile. Pyrexia lasted 3-4 days. 

(c) Giddiness occurred in 84% of cases. It was minimal 
on lying down and aggravated by rising, often to an 
extent which interfered with standing. 

(d) Nausea and vomiting occurred in 75% of cases 
and were early, often initial, symptoms. The vomiting 
tended to be persistent and was aggravated by food 
and/or drink. The vomitus from hospitalized patients con- 
tained food, but no obvious bile. These symptoms fre- 
quently recurred on first getting up or taking solid foods 
after apparent recovery. 

(e) Pulse rates varied from 62 to 130 per minute, 60% 
being under 100 and 36% under 80 per minute. Brady- 
cardia was a noticeable feature even in the presence of 
fever of 100°F. or more. 

(f) Rigors occurred in 41% of cases. 

(g) Neck stiffness was found in 32% of cases with 
positive Kernig’s and Brudzinski’s signs. The signs were 
mild in all cases. 

(A) Conjunctivitis in a mild form was noted in 21% 
of the patients. 

(i) Myalgia. Muscle pain and tenderness was complained 
of by 5 patients. No evidence of muscular weakness, 
paralysis, or disturbed reflexes was found. 

(j) Liver and spleen. A slightly tender, moderately 
enlarged liver was noted in 4 cases. No splenomegaly 
was found. 

(k) Diarrhoea occurred in 2 patients. 

(1) Chest and upper respiratory symptoms were notably 
absent, a mild pharyngitis being present in 1 patient. 

(m) Pleurodynia occurred in 1 patient. 

(n) Herpes. Labial herpes occurred in 1 patient. 

(0) Lymph glands. No enlarged or tender glands were 
found. 

(p) Skin. No skin rashes occurred. 

(q) Blood pressures were all within normal limits. 


2. Side-ward Investigations 


(a) Urine examinations. No abnormality was detected. 

(b) Blood and cerebrospinal fluid counts. Of the total 
105 patients examined during the outbreak, the following 
cell counts were performed: 

(1) 75 total leucocyte counts on peripheral blood; 34% 
of these showed a leucopenia. 

(ii) 79 total cerebrospinal fluid counts; pleocytosis 
occurred in 96%. 

The results of the total cell counts are represented by 
Figs. 2 and 3. 

(iii) 73 differential white-cell counts. Of the 73 differen- 
tial white-cell counts, 25 showed the presence of ‘atypical 
lymphocytes” or haemic plasma cells, previously described 
as being associated with viral infection.* Twelve patients 
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Figs. 2 and 3. See text. 


showed ‘toxic granulation’ changes in the neutrophil 
series. A relative monocytosis occurred in 15 patients. 

The above counts were made on the 6th and 7th days 
following the commencement of the ‘epidemic’. They 
may therefore be considered to represent values occurring 
at various stages during the first 7 days of the illness. 
3. Biochemical Investigations 

(a) Routine chemical examination of cerebrospinal fluids 
yielded normal results. 

(b) Liver-function tests. These were carried out in the 
4 patients complaining of liver tenderness. The thymol 
turbidity, zinc-sulphate turbidity, and cephalin-cholesterol 
flocculation tests proved to be within normal limits, both 
during the acute phase of the illness and 2 weeks after 
recovery. 


4. Course 


All patients recovered within 5 - 10 days. The relapse rate 
of the illness was high during this period in that recur- 
rence of symptoms, especially nausea and vomiting, 
occurred after 2-5 days in the majority of patients. No 
relapses were reported after the 10th day of the illness. 
There was no suggestion of this illness being of a 
‘diphasic’ nature as occurs in poliomyelitis. 


5. Treatment 


Treatment was confined to symptomatic measures. 
Analgesics for the relief of headache were given, whilst 
some received chlorpromazine for persistent vomiting. 
A small number were given pethidine for the alleviation 
of muscular pain and spasm. 

Two patients were given chloramphenicol which was 
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discontinued at an early stage after typhoid fever had 
been excluded. No other antibiotics were given. 


DISCUSSION 


The mode of onset of this ‘epidemic’ indicates that the 
initial infection occurred at Worcester and not Bloem- 
fontein. No outside person in contact with the 44 pupils 
at Bloemfontein contracted the disease, suggesting there- 
fore that at this stage these pupils were not in the 
incubation period. Should this be so it would appear that 
the incubation period relating to the first 4 patients 
affected, did not exceed 5 days. This represents the period 
between the return of the pupils from Bloemfontein on 
1 June and the occurrence of the first cases on 6 June. 
It is significant that 1 of these cases was not in the 
group which visited Bloemfontein. 

One child under the age of 7 years contracted the 
disease. In a previous outbreak in South Africa, infants 
were affected. That the younger children were spared 
from the illness in this ‘epidemic’ may be due to the 
fact that they did not attend the same schools as the 
older children. 

The acute nature and high attack rate (approximately 
42% of the total hostel residents were affected) presented 
a major problem in the management of the ‘epidemic’. 

Emergency hospital facilities were inadequate for the 
isolation of the entire infected group. An ambulance 
service between hostels and hospital was organized to 
transport patients for examination and treatment. 
Following these procedures the more seriously ill patients 
were detained in the isolation hospital under observation, 
whilst others were returned to their respective hostels 
where facilities for isolation and nursing were provided. 
At the time it was not known whether the transfer of 
these patients to hospital would not prove physically 
exhausting, thereby delaying or complicating recovery. 
The outcome, however, did not indicate any untoward 
effects. 

The diagnosis was considered to be that of an ‘acute 
aseptic meningitis’, a subject which was recently reviewed 
by Edge.'® During the first 3 days of the ‘epidemic’ it 
was suggested that the patients might be suffering from 
typhoid fever. The clinical features of severe headache, 
pyrexia, nausea with vomiting, bradycardia, and leuco- 
penia were suggestive of typhoid infection. On the other 
hand, the high incidence of cerebrospinal fluid pleocytosis 
and meningeal involvement experienced with the ‘epidemic’ 
has not been known to occur when considering past 
epidemics of typhoid fever. Specific antibiotic therapy was 
withheld pending the development of the course of the 
disease and positive laboratory diagnosis. The subsequent 
laboratory findings justified this restriction. 


SUMMARY 


A closed epidemic of acute aseptic meningitis due to 
ECHO virus Type 4 occurred at Worcester in the Cape 
Province during June 1960. A total of 204 cases were 
reported for the period 6-19 June. The closed epidemic 
was confined to the Schools for the Deaf and Blind 
reaching its peak incidence on 15 June, thereafter rapidly 
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subsiding. Possible sources and modes of infection were 
investigated. 

The salient clinical features were headache, fever, 
giddiness, nausea and vomiting, bradycardia, rigors and 
signs of meningeal irritation. Side-ward investigations 
revealed a cerebrospinal fluid pleocytosis in 96% and a 
leucopenia in 34%, of patients examined. Complete 
recovery occurred in every patient with no relapses 13 
days after the onset of the ‘epidemic’. 

Treatment was confined to symptomatic measur*s and 
antibiotics were avoided. 

The cooperation of the matron and staff of Brewelskloof 


Hospital is gratefully acknowledged. We are indebted to the 
staff and pupils of the Worcester Schools for the Blind and 
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the Deaf for their assistance during the outbreak. We wish 
to thank Dr. B. Maule Clark, Secretary for Health, and Dr. 
Rijno J. Smit, Chief Regional Health Officer, Cape Town, 
for permission to publish this paper. 
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A CLOSED EPIDEMIC OF ACUTE ASEPTIC MENINGITIS CAUSED BY ECHO 
VIRUS TYPE 4 
PART If. LABORATORY STUDIES 
W. H. Howartu, Government Pathological Laboratory, Cape Town 


W. pu T. Naupeé and W. B. Becker, CSIR and UCT Virus Research Unit, Department of Bacteriology, 
University of Cape Town 


H. H. MatHerse and R. Harwin, Poliomyelitis Research Foundation, South African Institute for Medical 
Research, Johannesburg 


During June 1960 a closed epidemic of acute aseptic 
meningitis occurred in the closed community of the 
Schools for the Deaf and the Blind at Worcester, Cape 
Province. The epidemiological and clinical features of 
this ‘epidemic’ are described in the preceding paper by 
Wilsen et al.* 


Isolation and Identification of the Aetiological Agent 


This report represents the laboratory findings on 
specimens taken from approximately 40°. of patients. 
The virus isolated from a number of specimens was 
shown to be ECHO virus type 4. 

Outbreaks of acute aseptic meningitis caused by ECHO 
virus type 4 have been described previously both in South 
Africa* and elsewhere.” 


MATERIALS AND METHODS 


1. Specimens 


Throat swabs, cerebrospinal fluids, rectal swabs, and 
blood samples were collected in parallel from patients 
during the first week of the ‘epidemic’. In addition 6 
specimens of faeces were collected. Follow-up samples of 
blood were collected approximately 6 weeks later. 


2. Bacteriological Investigations 


At the onset of the ‘epidemic’ specimens collected from 
several of the seriously ill patients were submitted for 
bacteriological investigation. 

Blood was cultured in bile-broth and clot cultures were 
Put up for isolation of salmonellae. Rectal swabs and 
cerebrospinal fluids were cultured for pathogenic bacteria. 


3. Virological Investigation 


(a) Inoculation of mice. Litters of 6-8 suckling mice, 
less than 24 hours old, were inoculated subcutaneously, 
intraperitoneally, and intracerebrally with single and 
pooled specimens of cerebrospinal fluid and suspensions 
made from rectal and throat swabs. 


(b) Inoculation of eggs. The chorio-allantoic membranes 
of batches of 6 eleven-day old white Leghorn embryonated 
eggs were inoculated according to the method of Beveridge 
and Burnet’ with cerebrospinal fluid and suspensions of 
rectal and throat swabs. 

(c) Inoculation of tissue cultures. Suspensions were 
made from stools, throat. and rectal swabs in 1-2 ml. 
of tissue-culture fluid (0-5°%, lactalbumin hydrolysate in 
Hanks balanced salt solution or Parker No. 199), contain- 
ing antibiotics. After centrifugation, the supernatant fluid 
was used for inoculating roller tissue-culture tubes, the 
inoculum being 0-1 - 0-25 ml. per tube. The cerebrospinal 
fluids were inoculated undiluted, the inoculum being 
0-25 -0-5 ml. per tube. Sera were inoculated undiluted in 
0-1 ml. amounts. 

Roller-tube cultures of renal epithelium of the vervet 
monkey (Cercopithecus aethiops pygerythrus), HeLa cells, 
and primary human amnion cells were inoculated with 
various specimens. The fluid in these cultures was renewed 
at 3 to 5-day intervals. 


Neutralization tests. An estimated dose of 100 TC 
IDso of the virus isolated was mixed with equal volumes 
of suitably diluted heat-inactivated antisera to ECHO virus 
types 1-19 and to poliovirus types 1 -3. As controls in 
the case of the ECHO virus antisera, the above virus dose 
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was mixed with equal volumes of heat-inactivated pre- 
immunization rabbit sera. 

After allowing these mixtures to stand for 1 hour, 
0-1 ml. of each mixture was inoculated into each of 3 
monkey kidney roller tube cultures. Tubes were observed 
daily for cytopathic effect. 

Antibody tests on acute and convalescent sera. Some of 
the paired acute and convalescent sera were investigated 
for antibodies by mixing approximately 100 TC IDso 
of the isolated virus with equal volumes of heat- 
inactivated acute and convalescent sera. The sera were 
tested both undiluted and in serial dilution. Mixtures 
were allowed to stand at room temperature for 1 hour, 
after which 0-1 ml. of each mixture was inoculated into 
each of 3 monkey kidney roller tube cultures. Tubes were 
observed daily for cytopathic effect. 


RESULTS 


1. Bacteriological Investigations 


No pathogenic bacteria were isolated from the cultures 
of blood, blood clot, rectal swabs, and cerebrospinal 
fluids. 


2. Virological Investigations 


(a) Mice. No clinical signs of disease were noted during 
observation periods of 21 and 28 days. The viruses 
recovered from specimens in tissue culture were inoculated 
into 24-hour-old suckling mice, but they remained 
clinically healthy for observation periods of 14 and 21 
days. Histological sections of mice, sacrificed on the 10th 
day after inoculation with active virus, did not show 
lesions compatible with virus infection. 

(b) Eggs. No deaths occurred amongst the chick 
embryos inoculated. Chorio-allantoic membranes, examined 
48 hours after inoculation, showed no lesions. 

(c) Tissue culture. Virus was isolated from 32 of the 
131 specimens inoculated into monkey kidney cell cultures. 
An analysis of these isolates is shown in Table I. 


TABLE I, RESULTS OF TISSUE CULTURE 


No. No. positive for Positive 
Specimen Investigated ECHO virus type 4 
CSF 41 23 56 
Throat swabs 32 7 22 
Rectal swabs 33 2 6 
Stools 5 
Serum 20 — — 
Total: 131 32 24 


Of the specimens inoculated into monkey kidney cell 
cultures, those inoculated with cerebrospinal fluid showed 
the earliest cytopathic effect. Within 4-8 days, 15 of the 
cerebrospinal fluids gave positive results whereas the 
remainder took 9-16 days. Cultures inoculated with 
suspensions prepared from throat swabs showed cytopathic 
changes within 6 - 23 days, whereas when suspensions were 
made from rectal swabs these changes were apparent in 
7-15 days. 

No cytopathic changes appeared in the HeLa or human 
amnion cell cultures with one exception. This was a virus 
isolated in HeLa cells from a specimen of stool. The 
nature of this virus is being investigated. 
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Neutralization tests. Neutralization tests carried out on 
the viruses isolated in monkey kidney cultures showed 
that these were ECHO virus type 4. In each case ECHO 
4 antiserum either protected the monkey kidney cells 
completely or delayed cytopathic effects for several days. 
These tubes were set up in parallel with controls using pre- 
immunization sera. 


Antibody tests on acute and convalescent sera. The 
antibody tests carried out on 10 sets of paired sera 
showed in 7 out of the 10 cases a low level of antibody, 
the cytopathic effect in tissue culture being delayed for 
24-48 hours in comparison with the acute sera controls. 


DISCUSSION 


A striking feature of this investigation is that over 50°, 
of the cerebrospinal fluids yielded ECHO virus type 4 
on inoculation of monkey kidney cell cultures. Such a 
high isolation rate provides valuable evidence for impli- 
cating this virus as the aetiological agent in this ‘epidemic’ 
of aseptic meningitis. The specimens of cerebrospinal fluid 
from which virus was isolated were collected during the 
first 7 days of the illness. 


Sore throat was not a symptomatic feature of the 
‘epidemic’ despite the fact that virus was isolated from 
22% of throat swabs examined. The isolation rate was 
considerably higher from the throat swabs than from the 
rectal swabs. 

Although classified as an enterovirus, spread could be 
equally well explained by the oro-naso-pharyngeal route 
as by faecal contamination. This would seem to be 
supported by the higher virus isolation rate from throat 
as opposed to rectal swabs. It could, however, be argued 
that, if faeces and not rectal swabs had been examined, 
a higher isolation rate would have been obtained. It is 
possible that the isolation rate from these two sites may 
vary at different stages of the ‘illness. 

No viraemia was demonstrated. 


In neutralization tests with the ECHO antisera prepared 
in rabbits, it is advisable to use pre-immunization sera in 
virus controls. By this means misinterpretation due to the 
effect of inhibitors present in rabbit serum and resistant 
to inactivation at 56°C. for 30 min., is avoided. 

Examination of some of the convalescent sera shows a 
poor antibody response. It is probable that the plaque 
reduction technique, as suggested by Itoh and Melnick,’ 
would be more useful for demonstrating antibodies. These 
findings of low levels of antibodies are similar to those 
previously reported by Chin et al.* and Malherbe et al.” 
and may be partly responsible for the high relapse rate. 

It is important to carry out laboratory investigations in 
outbreaks of acute aseptic meningitis. In this manner the 
nature of the aetiological agent and the local conditions 
governing its spread may be ascertained. Such knowledge 
is essential for the ultimate prevention and control of 
these diseases. 


SUMMARY 


A closed epidemic of acute aseptic meningitis due to 
ECHO virus type 4 occurred at Worcester in the Cape 
Province during June 1960. This report represents the 
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laboratory findings relating to the ‘epidemic’. Of the 131 
specimens collected from patients who were ill with the 
disease and examined virologically, 32 yielded ECHO 4 
virus in monkey kidney tissue culture. Of 41 cerebrospinal 
fluids investigated, 23 yielded ECHO virus type 4. No 
yiraemia was demonstrated. Serum-neutralization tests 
carried out on paired sera showed a poor antibody 
response. 

We wish to thank Dr. L. S. Smith of the Government 
Laboratory, Cape Town, for bacteriological investigations; Dr. 
V. Measroch of the Poliomyelitis Research Foundation, for 
investigation of specimens re the Coxsackie virus group; and 
Miss F. J. Stewart and Messrs. J. H. Maytham and J. C, T. 
Rademan for technical assistance. We also wish to express our 
thanks to Dr. B. Maule Clark, Secretary for Health; Dr. 
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R. Turner, Senior Government Pathologist; Professor A. 
Kipps, Director of the Virus Research Unit, University of 
Cape Town; and Dr. J. H. S. Gear, Director of the SAIMR, 
for permission to publish this paper. 
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TRACHEOTOMY IN STATUS ASTHMATICUS 
Deo. Bora, M.B., Cu.B.. M.Mep. (INT.) (PRET.), Medical Faculty, University of Pretoria 


Bronchial asthma, and in particular status asthmaticus, 
is a disease process usually associated with a _ high 
morbidity ; fortunately it has a low mortality rate.” 

Yet, despite the fact that it occurs relatively infrequently. 
most of us have probably had the frustrating experience 
of helplessly watching a patient die from the effects of 
hypercapnia resulting from = status asthmaticus, after 
having tried all the known remedies, new and old. 

A case of status asthmaticus is presented in which 
tracheotomy was probably a life-saving procedure.’* 

This procedure has been used in various states of acute 
pulmonary insufficiency’ and, considered in terms of 
pulmonary physiology, its use is rational and logical. 


CASE REPORT 


T.TJ., a European male (civil servant) aged 45 years, was 
admitted to Pretoria General Hospital at 6.45 p.m. on 28 
November 1956 with a history of a slight, productive cough 
of a few days’ duration. About 3 hours before admission 
he had begun to experience wheezing and dyspnoea. This 
patient was known to have been subject to infrequent attacks 
of bronchial asthma over a number of years. On examination 
the significant findings were: moderate hyper-resonance of the 
chest with diffuse, wheezing, rhonchi and a respiratory rate 
of 20 per minute. Expiration was prolonged and forceful, 
bringing the accessory muscles of respiration into play. Anxiety 
was a prominent feature. Blood pressure was 120/85 mm.Hg 
and the pulse rate was 90 per minute. 

During the following 24 hours respiratory distress was 
unrelieved despite vigorous treatment with various antispas- 
modics (adrenaline, ephedrine, ‘asthmolysin’, aminophylline 
and prantal methylsulfate*), sedatives (ether and olive oil 


retention-enemas, chlorpromazine and _pethedine), infusions 
of ACTH and hydrocortisone, inhalations of 90° alcohol, 
Potassium iodide expectorants, and intravenous nitrogen 


mustard (0-1 mg. per kg. as a slow infusion). Because of 
viscous purulent sputum and a moderate polymorphonuclear 
leucocytosis, antibiotics were given — tetracycline, 500 mg. 
$-hourly, and subsequently streptomycin, 0-5 G. b.d. and 
novobiocin sodium, 500 mg. 8-hourly.. Cyanosis soon super- 
vened although the patient had been treated in an oxygen tent, 
but oxygen administration through a face mask caused the 
cyanosis to disappear, A nasal catheter was later substituted 
for the face mask. 


Instead of improvement, the second 24-hour period pro- 
duced a rapid deterioration in the patient's condition. Breathing 
became shallow and rapid, rales appeared at the lung bases. 


and the patient became irrational and stuporose. Perspiration 
was profuse, the pulse rate increased to about 170 per 
minute (sinus rhythm), and the blood pressure rose to 165/110 
mm.Hg. The urine, which on admission had shown nothing 
abnermal, now contained albumin ++-+-+ and some casts. 
(A specimen examined during convalescence again showed 
nothing abnormal.) 

Towards the evening of the second day, i.e. about 48 
hours after admission, the patient became comatose, and 
could not be roused. Then positive-pressure breathing enabled 
him to be roused for short periods, after which he again 
lapsed into coma. His condition now became critical, and 
about 56 hours after admission he was comatose with 
shallow breathing at a rate of 44 per minute and a pulse rate 
varying between 170 and 200 beats per minute. He was still 
perspiring profusely. Cyanosis could not be abolished entirely 
although oxygen was administered intermittently. 

As a last resort tracheotomy was decided upon and per- 
formed under local anaesthesia. The trachea and larger 
bronchi were immediately cleared of a large amount of 
tenacious mucus by a suction catheter passed through the 
tracheotomy opening. A few moments after air was flowing 
freely through the tracheotomy opening, apnoea supervened,” 
but fortunately only for a few seconds. Very soon after the 
tube had been secured in position and oxygen administered 
through the opening, breathing became quieter and the patient 
assumed a healthy pink colour, having also stopped perspiring. 
Two hours later he was soundly asleep for the first time in 
60 hours, and his pulse rate was down to 98 beats per 
minute, although wheezing, rhonchi and bronchospasm were 
still apparent. The respiratory rate dropped to 30 per minute 
during the following 12 hours. 

Twenty-four hours after the tracheotomy it was possible to 
discontinue oxygen for long periods without ill effects. Signs 
of bronchial obstruction and infection persisted for another 
3 days, after which there was gradual, but definite improve- 
ment. Bronchial secretions were regularly aspirated through 
the tracheotomy tube, and the patient soon learned to cough 
effectively with his finger placed over the opening in the 
tube,’’" using the same manoeuvre when he wished to speak 
above a whisper. 

Vigorous antibiotic treatment was continued, and anti- 
spasmodics as well as prednisone were administered. 

On the 19th day of hospital treatment, after the tracheotomy 
tube had been removed and the patient had been ambulant 
for almost a week, he developed a severe manic-depressive 
psychosis. About 3 years previously he had been treated for 
the same condition. Despite withdrawal of steroids, there 
was no improvement in his mental state, and he was 


transferred to a mental hospital on the 25th hospital day. 
After a few months, however, he was discharged from the 
institution well enough to resume his work. 
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COMMENT 


It is possible that oxygen was administered too enthusiasti- 
cally, especially during the initial stages of the attack, 
thus precipitating and aggravating the hypercapnia 
through removal of the only remaining stimulant* of the 
respiratory centre.*’’ However, when less oxygen was 
given cyanosis soon manifested itself, and it became a 
matter of choosing the lesser of the two evils, i.e. CO2- 
retention rather than prolonged anoxaemia.”* 

Steroid therapy probably precipitated the psychosis, but 
the prolonged anoxaemia and CO:-narcosis must be con- 
sidered as accessory factors. This possibility stresses the 
importance of not postponing tracheotomy too long. 


DISCUSSION 


The critical measurement of the adequacy of ventilation 
is really the measurement of alveolar ventilation.‘ 

Alveolar ventilation is influenced by variations in 
respiratory rate, tidal volume, or ‘dead space’ volume, or 
by combinations of these factors.‘ When these 3 com- 
ponents are known quantities, the alveolar ventilation rate 
can be computed. 

For practical purposes the equation ‘(tidal volume — 
anatomical dead-space volume) xX respiratory rate = 
alveolar ventilation rate’ holds more or less true in cases 
where the anatomical dead-space volume equals the 
physiological dead-space volume, and where tidal volume 
is large enough to wash out the respiratory dead space.‘ 
However, the average figure for respiratory dead-space 
volume varies between 150 and 200 ml. In bronchial 
asthma the respiratory dead-space volume may be either 
normal, increased, or decreased, depending on the degree 
of emphysema on the one hand, and on the extent of 


bronchiolar obstruction on the other. It is, however, per- . 


missible to use the average figures mentioned if factors 
such as age, sex, functional residual capacity, and tidal 
volume are taken into account.‘ 

An average value for tidal volume is 500 ml. (400-600) 
and that for alveolar ventilation is 350 ml. (4-2 litres per 
minute at a respiratory rate of 12 per minute).* 

The respiratory rate during the initial stages of an 
attack of bronchial asthma is slow (if no significant 
degree of emphysema is present) in an attempt to mini- 
mize minute volume, and thus airway resistance, as well 
as ‘gas-trapping’.* Due to bronchiolar obstruction (which, 
of course, is not uniform in degree and extent) uneven 
alveolar ventilation ensues,""* even though total alveolar 
ventilation is adequate, with resultant anoxaemia. Increased 
muscular effort makes a further demand on the already 
low oxygen reserve.” As a result of hyperventilation of the 
alveoli of non-obstructed bronchioles, CO:-retention is 
temporarily postponed.” When marked generalized bron- 
chiolar obstruction occurs, however, this compensatory 
mechanism fails, and CO+-retention develops with a raised 
arterial pCOs. Through respiratory-centre stimulation this 
results in an increased respiratory rate, which in turn 
further diminishes the tidal volume,’ and increases airway 
resistance (the result of augmented minute volume), 
creating a greater physiological dead-space volume.* The 


* In asthmatic or emphysematous patients the respiratory 
centre becomes insensitive to co: accumulation. The only 
remaining stimulant to the centre is anoxia. 
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net result of this sequence of events is extreme alveolar 
hypoventilation with a further increase in arterial pCO. 
(and anoxaemia) until a stage is reached where toxic 
amounts of COs accumulate in the blood with subsequent 
depression of the respiratory centre‘ and development of 
cerebral symptoms — stupor, narcosis and coma. This 
diminishes the already low tidal volume still more, and 
a vicious circle is established. 

Any procedure which at this stage could increase 
alveolar ventilation, and thus allow ‘escape’ of alveolar 
CO:, would break the fulminating chain of events. 

Again considering the equation [Tidal volume (V.) — 
dead space volume (Vas)] ™% respiratory rate (R) = 
alveolar ventilation rate (VR:), it will be seen that with 
diminishing tidal volumes, alveolar ventilation becomes 
increasingly insufficient, despite rapid respiratory rates 
A few examples will make this point clear: 


R Vy Vos Va VRA 
(ml.) (ml.) (ml.) (litres per minute) 
12 500 150 350 4-2 
12 300 150 150 1-8* 
20 300 150 150 3-0* 
40 300 150 150 6-0 
12 200 150 50 0-6* 
40 200 150 50 2-0* 


* Ineffective alveolar ventilation 


Tracheotomy, by apprc ximately halving the dead-space 
volume, effectively increases the alveolar ventilation 
rate,*’** e.g.: 


R Vr Vps Va VRA 

(ml.) (ml.) (ml.) (litres per minute) 
200 75 125 5-0 
Further Advantages of Tracheotomy 

Obstruction due to mucus is relieved, since a suction 
catheter can easily be applied to the trachea and larger 
bronchi through the opening in the tracheotomy tube.’ 
Mechanical obstruction due to the relaxed tongue and 
pharynx is by-passed.’ 

As a result of improved alveolar ventilation, tachypnoea 
and violent respiratory excursions are largely abolished. 
Metabolic rate and oxygen consumption, as well as CO:- 
retention, are thus lessened.” 

Oxygen administration is also made more easy. The 
disadvantages and some of the dangers of the oxygen tent, 
the face mask,” and the nasal catheter are thus obviated. 


CONCLUSIONS 


Tracheotomy may be a life-saving procedure in status 
asthmaticus when conventional methods of relieving 
respiratory embarrassment have failed. 

By diminishing dead-space volume significantly, alveolar 
ventilation is effectively increased, thus allowing escape of 
the accumulated CO:. Clearing of bronchial secretions, 
also of major importance, is made easier. 

Tracheotomy must, however, not be left as a last resort, 
but should be performed when it becomes evident that the 
patient cannot clear mucus from his airway, or when 
symptoms and signs of hypercapnia supervene.* 


I wish to thank Prof. H. W. Snyman, Head of the Depart- 
ment of Medicine, University of Pretoria, for permission to 
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publish; Dr. D. J. Franck of the Department of Otolaryngology, 
yho performed the operation; Dr. L. Erasmus of the 
Department of Medicine; and Dr. M. M. Suzman of Johan- 
qesburg, for helpful suggestions and criticism in preparing 
this paper. 
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CAMPAIGN TO WIPE OUT POLIOMYELITIS 


We have been requested by the Department of Health to make 
a number of explanatory alterations to a sentence which was 
published in an_ editorial article (Campaign to wipe out polio- 
mvelitis) on p. 244 of the Journal for 25 March 1961. The last 
sentence on p. 244 (continuing on p. 245) should read as follows: 

‘This decision was taken after due deliberation, and in the light 
of the following facts: (a) the campaign will be unique; (4) the 
handling in frozen containers is essential and may be difficult; 
{c) the oral polio vaccine will have to be administered throughout 
the Union within a period of approximately fourteen (14) days 
and in each circumscribed area within a period of about four (4) 


days (a circumscribed area is an area of which the population is in 
continuous close contact and which, therefore, constitutes an 
organic unit—it may therefore be part of a city, a town, a location, 
or a sparsely populated area, centred around a definite administra- 
tive or trading centre.); and (d) uniformity is to be achieved and 
the potency of the vaccine to be tested by follow-up.” 

In the same issue of the Journal, the first line of the Appeal by 
the Chairman of Federal Council (p. 256) should read: 

‘The Union Department of Health has decided to launch a 
country-wide campaign . . 


WORLD LIST OF FUTURE INTERNATIONAL MEETINGS 
ALTERATIONS AND ADDITIONS NOTIFIED DURING MARCH 1961 


Symposium on Surgery of the Cornea, Barcelona, | - 5 May 1961. 
Instituto Barraquer, Laforja 88, Barcelona, Spain. 

First European Collequium on Endocrinology, Barcelona, 20 - 22 
May 1961. Prof. Joseph M. Canadell, Av. Generalfsimo, 497, 
Barcelona 15, Spain. 

International Association of Medical Laboratory Technologists, 
General Assembly, Stockholm, 28 August - 2 September 1961. Miss 
Margarete Westenins, Statens Bakteriologiska Laboratorium, Box 
764, Stockholm, Sweden. 

World Federation for Mental Health, Annual Meeting, Paris, 
3 August - 5 September 1961. 19 Manchester Street, London, W.1. 

Ciba Foundation Guest Symposium on Mother-Infant Interaction, 
London, 4-8 September 1961. Ciba Foundation, 41 Portland 
Place, London, W.1 (by invitation). 

Symposium on Neurogenetics, Rome, 7-12 September 1961. 
Prof. Luigi Gedda, Organizing Committee President, 3rd Inter- 


national Conference of Human Genetics, Instituto Gregorio 


Mendel, Viale Regina Margherita 261, Rome, Italy. 


Symposium on Geographic Neurology, Rome, 13 September 1961. 
Dr. L. T. Kurland, National Institute of Neurological Diseases, 
Bethesda, Md. 


International Panel on Multiple Sclerosis, Rome, 15 September 
1961. Giovanni Alema, Secretary General, Viale dell’ Universita 30, 
Rome, Italy. 


World Medical Association, Sth General Assembly, Rio de 
Janeiro, September 1961. Dr. L. Bauer, 10 Columbus Cir. New 
York 19, USA. 


International Federation of Surgical Colleges and Societies, 
Annual Meeting, Oslo, 1961. Prof. I. S. Ravdin, President, 
American College of Surgeons, 3400 Spruce Street, Philadelphia 4, 
Pa. 


CLINICAL DAY AT BETHLEHEM: KLIENIESE DAG OP BETHLEHEM 


4 Clinical Day at Bethlehem has been arranged by the Postgraduate 
School Steering Committee, Bloemfontein, and will be held at the 
Bethlehem Hospital on Saturday 29 April 1961, from 9 a.m. to 
51S p.m. The day’s proceedings will begin with discussions of 
clinical cases, after which the following talks will be given: 

(1) Dr. Briining, pathologist, ‘What happens histologically after 
an injection’: 

(2) Dr. v. W. Eybers, surgeon, ‘Diagnosis of appendicitis’. 

A symposium on ‘Peripheral vascular disease’ will be held and 
the following doctors will take part: Dr. W. Snyman (clinical 
aspects); Dr. N. Sacks (physiopathological aspect); Dr. J. D. 
Meyer (medical treatment); and Dr. J. K. Bremer (surgical treat- 
ment). 

The Committee will reserve rondawels at Loch Athlone and meals 
will be served at the restaurant. (It is essential to book at an early 
date.) Golf will be arranged for those who are interested, and an 
informal social function will take place on Saturday evening. 

tors who wish to attend the Clinical Day are requested to 
inform the Hon. Secretary, P.O. Box 834, Bloemfontein, as soon 
4% Dossible. and to state if accommodation will be required. 


*n Kliniese dag op Bethlehem is gereé| deur die Nagraadse Skool- 
beplanningskomitee van Bloemfontein, en word gehou by die 
Bethlehem-hospitaal op Saterdag 29 April 1961 van 9 vm. tot 5.15 
nm. Die program open met besprekings van kliniese gevalle; 
daarna sal die volgende sprekers die vergadering toespreek : 

(1) Dr. Bruning, patoloog, ,Wat gebeur histologies na ‘n in- 
spuiting’; 

(2) Dr. V. W. Eybers, chirurg, ,Diagnose van appendisitis’. 

Die program word afgesluit met ‘n symposium oor ,Perifere vat- 
siektes’. Die sprekers is as volg: Dr. W. Snyman (kliniese aspekte); 
Dr. N. Sacks (fisiopatologiese aspek); dr. J. D. Meyer (mediese 
behandeling); en dr. J. K. Bremer (chirurgiese behandeling). 

Die komitee sal rondawels by die dam Loch Athlone bespreek, 
en etes sal by die restaurant beskikbaar wees. (Dit is noodsaaklik 
om vroegtydig die nodige reélings te tref.) Gholf kan gereél word 
vir die wat belangstel, en op Saterdagaand word ‘n informele 
geselligheid gehou. Alle medici wat die verrigtinge wil bywoon 
word versoek om die Ere-Sekretaris, Posbus 834, Bloemfontein, so 
es moontlik in kennis te stel, en ook te meld of verblyf verlang 
word. 
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IN MEMORIAM 
RACHEL RABKIN, M.B., Cu.B., D.P.H. 


Dr. Helen Brown, of Cape Town, writes: 


The death of Rachel Rabkin has brought sadness to many 
people in Cape Town. She died on 18 March at the City Hospital 
where she had worked for the 
past 24 years. 

She was educated at the Good 
Hope Seminary, qualified at the 
University of Cape Town in 1935 
and took the D.P.H. in 1938. 
From 1937 she worked con- 
tinuously at the City Hospital 
until her last illness—starting as 
a house physician, eventually 
becoming Deputy Superintendent 
and at times acting as Superinten- 
dent. 

Her years of experience and her 
clinical ability made her an 
authority on all aspects of in- 
fectious diseases, and her opinion 
was often sought by medical 
colleagues outside the hospital. 
During epidemics and at times 
when the hospital short- 
staffed she worked literally to the 
point of exhaustion. The greatest 
strain was always felt during the 
epidemics of poliomyelitis, and 
there are many people in Cape Town at present who owe their 
health, indeed their lives, to her skill and devoted care. The high 
standard of medicine which she set herself was kept up under the 
most stressful conditions and her kindness to her patients and 
solicitude for them as individuals was very great. _ 

She was the most loyal and warm-hearted of friends and a gay 
and cheerful companion. She took a lively interest in the world 
around her and her comments, always original and perceptive, 
were a delight. She read widely, was passionately interested in art, 
and owned a fine collection of modern paintings. 

She enjoyed life so much, both her work and her scanty leisure, 
and had so much to give that it is difficult to realize that she is no 
longer among us. She will be greatly missed by everbody with 
whom she came in contact. To her husband, Victor Holloway, and 
to her family we send deep sympathy. 


Dr. Rabkin 


Dr. H. R. Ackermann, of Cape Town, writes: 


Dr. Rachel (Rae) Rabkin, Deputy Medical Superintendent 
of the City Hospital for Infectious Diseases, Cape Town, died on 
18 March 1961, after a 7-month illness. Her untimely death 
has removed a loyal friend and an outstanding and devoted 
physician whose knowledge of infectious diseases was widely 
acknowledged. Her loss is a severe blow to the City Hospital, 


to the City Health Department, and to medicine in South Africa, 

Dr. Rabkin was born and educated in Cape Town, matriculating 
with a first-class pass from Good Hope Seminary in 1929, Service 
to humanity was a tradition in her family so that medicine was 
her natural choice. Her student life at Cape Town University was 
full, and her academic record excellent. After qualifying in 1935 
she served throughout 1936 as a houseman at the Somerset Hospital. 
In 1937 she and her life-long friend, Dr. Helen Brown, were 
appointed as house physicians to the City Hospital, and here it was 
that she found her niche and where she spent the rest of her active 
life. She obtained the Diploma in Public Health in 1938 while on 
the unpaid staff of the City Hospital, and her appointment was 
made permanent in 1939. During the war years she ran the City 
Hospital for prolonged periods thereby allowing both Dr. E, D. 
Cooper, now Medical Officer of Health for the City of Cape Town, 
and the late Dr. J. F. Wicht, Medical Superintendent of Hospitals, 
to proceed on active service. Her position was finally regraded to 
that of Deputy Medical Superintendent in 1947. Throughout 
her long service she took a full share in the clinical and administra- 
tive demands of the City Group of Hospitals, and in the teaching 
of infectious diseases to nurses and to undergraduate and post- 
graduate students of the University of Cape Town. 

Dr. Rabkin had a strong and impelling personality, and, although 
sometimes wont to express strong likes and dislikes, was at all times 
tender and considerate to any of her patients or to persons requiring 
her help. Her dislikes stemmed from her very highly developed 
sense of responsibility—she never suffered irresponsibility, 
negligence, and fools gladly. Her patients always remained a first 
consideration, and she accorded each of them her very personal 
attention not as patients only, but also as human beings. She 
frequently, out of a sense of responsibility and service, spent many 
hours of the night with a severely ill patient whom she felt would 
benefit from her personal knowledge and care. Many children 
alive and well in this City today bear her a great debt of gratitude 
for the many hours that she so profitably spent at their bedsides 
during periods of crisis. 

It was this devotion to duty which secured for her the firm 
attachment, respect, and love of her patients, and was the un- 
—_— inspiration to many members of the medical and nursing 
staff. 

Her interests extended far wider than medicine, and she counted 
among her friends artists of repute, musicians, and other out- 
standing individuals. Indeed, her interests were protean and 
included good food, interesting people, fishing, photography, and 
the collection of paintings. In all these pursuits her husband, 
Mr. Victor Holloway, Sports Editor of Die Burger, was her true 
companion. 

The deepest sympathy of all her medical colleagues and her 
numerous friends is conveyed to her husband, to her mother, and 
to her brother and sisters. If any epitaph is to be written for 
Rachel Rabkin, all it will need to bear is: ‘Sheserved her fellowmen 
fully and to the fullest extent of her strength’. 


SOUTH AFRICAN JOURNAL OF LABORATORY AND CLINICAL MEDICINE 


The March issue of the South African Journal of Laboratory and 
Clinical Medicine, published quarterly by the Medical Association 
of South Africa, is now available, price 75c (annual subscription 
R2.50). 


Contents 

1. Controlled Field Trial of a Bread Diet supplemented with Lysine 
for Children in an Institution by Drs. L. H. Krut, J. D. L. Hansen, 
A. S. Truswell, H. E. Schendel, and J. F. Brock. 

2. A Micro-method for the Determination of Total Serum 

Cholesterol in 0-2 ml. of Blood by J. A. Wilkens and H. de Wit. 

3. The Toxicity of Silicic Acid by F. M. Engelbrecht and F. J. 
Burger. 

4. The Influence of Silicic Acid on some Respiratory Enzymes by 
F. M. Engelbrecht and F. J. Burger. 


5. Further Studies on Antibodies to Far East Influenza Virus in 
Human Sera in Cape Town by G. S. Turner. 


6. Strains of Spirochaetes Isolated from Ornithodoros Zumpti 
Heisch & Guggisberg, and from Wild Rats in the Cape Province 
(A Priliminary Note) by F. Zumpt and D. Organ. 

7. Plasma Cholesterol Values of Urban Zulu Adults by S. M. 
Joubert, C. Slome, J. H. Abramson, B. Gampel and N. Scotch. 

Readers of the Journal who are not yet subscribers to the South 
African Journal of Laboratory and Clinical Medicine, and who 
would like to take out subscriptions or to obtain a copy of the 
March issue, should write to: The Business Manager, Medical 
Association of South Africa, P.O. Box 643, Cape Town. 
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DISSEMINATED SCLEROSIS: GEDISSEMINEERDE SKLEROSE 


A South African research worker is anxious to trace all the known 
cases of disseminated sclerosis in this country. In order to facilitate 
this survey all doctors who know of patients with this disease are 
requested to inform the Editor, South African Medical Journal, 
P.O. Box 643, Cape Town, and the information so obtained will 
be passed on to the investigator conducting this survey. He will 
then contact the informant and ask for details about the patient. 


PASSING EVENTS : 


Frank Forman Prize 1960. This prize is awarded annually by the 
Frank Forman Medical Foundation to an undergraduate at the 
University of Cape Town. The prize for 1960 was awarded to 
Wieland Gevers (now Dr. Gevers), who is currently an intern at 
the Groote Schuur Hospital, Observatory, Cape. Dr. Gevers had 
a brilliant academic career at the University and, in addition, 
served with distinction as Chairman of the Medical Students’ 
Council. He also took a great interest in the arts and music; and 
was consequently considered eminently suitable to receive the 
1960 Frank Forman Prize. 
Dr. Leon Stern, formerly in practice at Grove Avenue, Claremont, 
Cape, has sold his practice to Dr. R. C. van der Merwe, and has 
joined the Divisional Council Health Department in a full-time 
capacity. 

The South African Institute for Medical Research, Johannesburg, 
Staff Scientific Meeting. The next meeting will be held on Monday 
1 May at 5.10 p.m. in the Institute Lecture Theatre. Mr. C. G. 
Anderson will speak on ‘Abnormal haemoglobins and_ their 
genetic relationship’. 

Lede word daaraan herinner dat hulle die Sekretaris van die Mediese 
Vereniging van Suid-Afrika, Posbus 643, Kaapstad, sowel as die 
Registrateur van die Suid-Afrikaanse Geneeskundige en Tandheel- 
kundige Raad, Posbus 205, Pretoria, moet verwittig van enige 


’n Suid-Afrikaanse navorser wil graag al die bekende gevalle van 
gedissemineerde sklerose in hierdie land naspoor. Om die ondersoek 
te vergemaklik word alle dokters, wat van pasiénte met die siekte 
weet, versoek om die informasie aan die Redakteur, Suid-Afrikaanse 
Tydskrif vir Geneeskunde, Posbus 643, Kaapstad, te stuur. Hierdie 
informasie sal dan aan die navorser wat die ondersoek onderneem, 
gestuur word, en hy sal dan self nadere inligting oor die pasiénte 
inwin by die persone wat die informasie verstrek het. 


IN DIE VERBYGAAN 


adresverandering. Versuim hiervan beteken dat die Tydskrif nie 
afgelewer kan word nie. Dit het betrekking op lede wat oorsee 
gaan sowel as dié wat binne die Unie van adres verander. 

* * 


University of Cape Town and Association of Surgeons of South 
Africa (M.A.S.A.), Joint Lectures. The next lecture in this series 
will be held on Wednesday 26 April at 5.30 p.m. in the E-floor 
Lecture Theatre, Groote Schuur Hospital, Observatory, Cape. Dr. 
C. N. Barnard will speak on ‘Embryology and surgery of inter- 
atrial septal defects’. All members of the Medical Association are 
welcome to attend this meeting. . 
Department of Anaesthesia, University of Cape Town. A meeting 
will be held on Saturday 29 April at 9.30 a.m. in the A-floor 
Lecture Theatre, Groote Schuur Hospital, Observatory, Cape. 
Mr. A. Gregory will speak on ‘Anaesthetic equipment’. All 
interested doctors are invited to attend this meeting. 
* 


Research Forum, University of Cape Town. The next meeting will be 
held on Thursday 27 April at 4 pm. in the Tutorial Room of the 
Pathology Department, Medical School, Observatory, Cape. Dr. 
W. P. U. Jackson will speak on ‘Is pregnancy really diabetogenic?” 
This will be followed by a Staff Clinical Conference held in the 
Falconer Lecture Theatre, Groote Schuur Hospital, Observatory, 
Cape, at 5.15 p.m. All general practitioners and others who may 
be interested are invited to attend these meetings. 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


LIBRIUM 5 


Roche Products (Pty.) Limited announce the introduction of 
Librium 5, and supply the following information: 

Description. Librium 5 is a sugar-coated tablet containing 5 mg. 
of 7-chloro-2-methylamino-5-phenyl-3H-1, 4 benzodiazepine 4- 
oxide. Librium 5 has been designed as an additional presentation 
to Librium 10 capsules, 10 mg, the Roche psycholeptic. The smaller 
quantity per unit will allow of accurate dosing in paediatrics, 
geriatrics, cachectic and sensitive patients; and the sugar-coated 
tablet has been designed so that it can even be taken without water. 

Indications. Librium 5 is a specific anxiolytic with a marked 
effect on anxiety, tension, unreasoned fear, agitated depression 
(reactive though not endogenous), autonomic dystonia, and 
migraine. Other specific indications are: 

Gynaecology—premenstrual tension and dysmenorrhea. _ 

Obstetrics—pre-delivery anxiety and postpartum depression. _ 

Physical Medicine—as a muscle relaxant when associated with 
muscle spasms due to anxiety. 

Surgery—pre-operative fear and postoperative discomfort. 

Anaesthetics—premedication adjunct. 

Dermatology—Neurodermatitis and itching dermatoses. 

Paediatrics—behaviour disorders, feeding problems. 

Geriatrics—senile agitation, irritability, loss of appetite. 

Psychiatr y—idiopathic epilepsy. 

Presentation. Sugar-coated tablets in packings of 30, 100 and 500 
(manufactured locally). 

Further information may be obtained from the Scientific 
Department of Roche Products (Pty.) Limited, P.O. Box 6158, 
Johannesburg. 


DUROMINE 


Messrs. Riker Laboratories Africa (Pty.) Ltd. announce the intro- 
duction of Duromine, and supply the following information: 

The possibilities of appetite control adequate to a planned, 
Predictable reduction of body-weight are greatly broadened by the 


advent of a non-amphetamine, non-stimulating anorectic product 
which is given on a once-daily basis. 

Composition. Duromine contains phenyl-fertiary-butylamine in 
the now familiar resin-bound form for slow release by ion-exchange. 
The patient is given full protection against the temptation to 
over-indulge at mealtimes, or to have between-meal snacks, from 
early morning when the daily dose is taken, right up until about 
12 hours later. The widest variation in duration of action, from a 
single capsule, is from 10 to 14 hours; this is dependable and at 
a constant level of activity. 

Indications. Duromine is specifically designed for the active, 
obese patient who requires no stimulation, and for the prescriber 
who prefers an alternative to amphetamine. 

Packing. Duromine is available in two strengths, a 15-mg. 
capsule (grey and green) for the person who is of slight build when 
not obese, and a 30-mg. capsule (grey and maroon) for the patient 
of heavier build. Both strengths are available in bottles of 15, 30, 
and 120 capsules. 

Literature, further information, or free trial material are available 
_— Riker Laboratories Africa (Pty.) Ltd., P.O. Box 3388, Cape 

‘own. 


PLURYLE K 


Petersen Limited announce the introduction of Pluryle K, for the 
treatment of hypertension and oedema, and supply the following 
information: 

Composition. Each capsule-shaped tablet contains 2-5 mg. 
Pluryle (bendroflumethiazide), and 573 mg. potassium chloride. 

Indications. The introduction of the benzothiadiazine derivatives 
has opened new aspects for the treatment of hypertension. The 
antihypertensive effect of these derivatives appears to be due to a 
reduction in plasma volume and extra-cellular fluid, and, in 
addition, they potentiate the effect of other antihypertensive drugs. 
Bendroflumethiazide, the most potent of these diuretics, has a 
pronounced effect on sodium and chloride excretion, whereas it 
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has less tendency than have other benzothiadiazine derivatives to 
induce subnormal serum-potassium levels. Nevertheless, during 
long-term therapy, symptoms of potassium deficiency may occur, 
and in the treatment of hypertension and other conditions requiring 
prolonged medication with Pluryle, concomitant administration of 
potassium is advisable. 

The Pluryle K tablets are especially suitable in long-term treatment, 
since they provide in one tablet bendroflumethiazide as well as 
potassium chloride. Furthermore, these tablets are made in a way 
that secures the release of the bendroflumethiazide in the stomach, 
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whereas the potassium chloride, which may give rise to gastric 
irritation, is deposited in the core of the tablet and is embodied in 
a special enteric-coating, permitting no release of this substance 
until it reaches the intestine. Therefore, Pluryle K tablets should 
never be chewed or crushed but always swallowed whole. 

lacking. Pluryle K is supplied in capsule-sha tabl 

bottles of 25, 100 and 500 tablets. 

Further information may be obtained from Petersen Limited 
P.O. Box 5785, Johannesburg. : 


BOOK REVIEWS : BOEKBESPREKINGS 
MEDICAL AND HEALTH LEGISLATION 


Medical and Health Legislation in the Union of South Africa. 

By E. H. Cluver, K.St.J., E.D., M.A., M.D., B.Ch. (Oxon.), 
D.P.H. (Lond.), F.R.S.H. Pp. xiii +813. South Africa: Central 
News Agency Ltd. 1960. 


Dr. Cluver’s well-known and indispensable publication on the 
Medical and Health Legislation of the Union now enters its second 
edition. This edition incorporates all amendments to the Public 
Health, Food and Drugs and other related Acts up to the end of 


CORRESPONDENCE 
CONTROL OF OVULATION 


To the Editor: The editorial on birth control which appeared in 
your Journal of 25 March! refers to the cost of Enavid as 15e per 
tablet. On | March, 4 weeks after the release of Enavid 5 mg. in 
South Africa, the price was reduced to 124c per tablet i.e. R2.50 
per cycle or R30 per annum. This price reduction was occasioned 
by the world-wide demand for this therapy. 

It is of particular interest to note that, within 8 weeks of these 
tablets being released, close on 2,000 patients have been placed 
on this form of therapy in the Union of South Africa alone. 
Should the rate of increase of usage be maintained, increased 
production and/or more efficient methods of production, may well 
bring the price of Enavid to a level where even the sub-economic 
groups can afford it. 

A. Sachs 


Keatings Pharmaceuticals Limited 
Johannesburg 
29 March 196} 


1 Editorial (1961): S. Afr. Med. J., 35, 243. 


THE MEDICAL SERVICES PLAN 


To the Editor: \n the Journal of 25 March, Drs. Pooler, Sweetapple 
and Grant-Whyte! raise a number of points to which I should like 
to reply. Their letter says: ‘The Medical Aid System as at present 
constituted contains a vital flaw. The whole administration is in 
the hands of laymen.” The authors hold that the Medical Aid 
Societies must have ‘reasonable professional representation at all 
levels, i.e. of doctors engaged in private practice’. 

I should like to point out that the doctors’ interests are fully 
protected by the contract practice committees at Branch and 
Federal council levels. Medical Association representation on the 
committees of management of these medical aid societies would 
be as unnecessary as the extension of the same privilege to their 
representatives On Our contract practice committees. The present 
arrangement of liaison between their and our representative bodies 
serves to preserve their interests and ours for the mutual benefit of 
both patient and doctor. There is no evidence of this ‘vital flaw’. 

The Medical Services Plan. Here a pre-paid medical service 
differs in two respects from the medical aid societies. Firstly, the 
control lies with the Directors of the Plan. Secondly, the medical 
aid societies cater for a particular income group, whereas the 
Medical Services Plan accepts all eligible subscribers, irrespective 
of income levels. There is, therefore, a reasonable case for 
preferential fees for medical aid societies. They are different forms 
of pre-paid medical care which offer a good service to the patient 
and commensurate fees to the doctor. It is gratifying to note that 
the authors of the letter state that ‘no attack was made on... the 
medical aid principle’ or any acceptable form of pre-paid medical 
service, and they do not want a monopoly, but advocate the 
‘mutual control’ which, as I have already pointed out above, 
would be redundant. 

Control of pre-paid medical schemes. Fear of the control of these 
schemes passing out of the hands of the Association into those of 


January 1960, and will therefore be of inestimable value to all who 
are desirous of obtaining up-to-date information pertaining to this 
Legislation. 

The book is well arranged, the paper is of good quality, and the 
print clear and legible. This new volume is a ‘must’ for all persons 
who are responsible for the Health Services in this country. 

D.C. 


: BRIEWERUBRIEK 


bodies which are ‘overwhelmingly powerful’ has been expressed. 
This is a quite unjustifiable fear, asevidenced by the recent prompt 
action of the Executive of Federal Council acting on Federal 
Council’s resolutions in unequivocally withdrawing recognition 
of the South African Mutual Medical Aid Society. Let me emphasize 
that the same authority would be exercised against any pre-paid 
medical scheme which did not comply with the Association's 
requirements. There is no fear of the control passing out of our 
hands, while this control is fair and reasonable. 


_ Matters of dispute and discipline. The letter says: “We regard 
it as fundamental that all accounts should be scrutinized by doctors 
and not by lay clerks’. In the event of any query or dispute in 
reference to a medical aid account, the contract practice committee 
(the doctors) make the decision, which is invariably accepted. The 
doctor is, therefore, judged by his colleagues (not ‘peers’ please!). 

The object of the Extraordinary General Meeting at Bloemfontein. 
This meeting was initiated by the Natal Coastal Branch and the 
three signatories to the letter were its representatives at Bloemfon- 
tein. The purpose of the meeting, as defined in their resolution, 
was ‘with a view to implementing the Medical Services Plan in 
all of the Provinces of South Africa’. On two previous occasions 
Federal Council has asked for the Medical Services Plan to be 
extended ito other Provinces at its discretion. The authority 
for doing this lies entirely in the hands of the Medical Services 
Plan. In their letter the Natal Coastal Branch representatives state 
~that ‘no attack was made on the policy of Federal Council’ at the 
Bloemfontein meeting. The policy of the Federal Council is to 
recognize all forms of pre-paid medical service which are acceptable. 
If the Medical Services Plan does not consider it advisable to extend 
the Plan to other Provinces, the answer lies in the hands of each 
Branch or Group of Branches which would like to introduce 
asimilarscheme and which no doubt has members as capable as those 
in the Southern Transvaal, who could initiate such a scheme. This 
would also receive the sponsorship of Federal Council, | am sure. 
A great deal of discontent was stirred up on the mistaken premise 
that Federal Council is preventing the extension of the Plan. In 
my opinion, there was no need to call this Extraordinary General 
Meeting at Bloemfontein. The only purpose it served was to endorse 
the present Federal Council policy in reference to pre-paid medical 
care. 

In their final paragraph, Drs. Pooler, Sweetapple and Grant- 
Whyte acknowledge that no pre-paid medical aid scheme is perfect. 
I agree, and at the same time appeal to them on behalf of the 
great majority of practising doctors in South Africa to retain 
those schemes—such as the medical aid societies—on the present 
mutually satisfactory basis. Other forms of recognized pre-paid 
medical schemes to comply with different circumstances are 
welcome and must be judged on their individual merits. 

A. L. Agranat 
Johannesburg 
9 April 1961 


1. Correspondence (1961): S. Afr. Med. J., 35, 260. 
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